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Editorials 


MAINTAIN THE SPLENDID RELA- 
TIONSHIPS THAT HAVE EXISTED 
IN THE PAST BETWEEN THE 

DOCTOR AND PATIENT 

The following taken American 
culturist is timely and to the point. 

The doctors themselves, through their organ- 
izations, have suggested an answer to the med- 
ical problem: 

First: Let the State continue and even ex- 
tend its public health work to educate and guard 
people in the field of preventive medicine. 

Second: Arrange for that part of the popu- 
lation which is clearly unable to pay doctors’ 
and dentists’ fees to be taken care of by local 
authorities or possibly by representment, never 
by distant Federal authorities. Under this plan 
the doctor would not have to do too much char- 
ity work nor overcharge his paying patients. 

Third: Leave the rest of us alone to run 
our own lives, choose our own physician and pay 
him a resonable fee. Then we can continue to 
stand on our own feet, keep our self-respect, 
and maintain the splendid and helpful relation- 
ships that have existed in the past between the 
doctor and his patient. 


from Agri- 





IS CORONARY THROMBOSIS 
INCREASING? 


Among the important themes for discussion 
at the present time is the definite clinical entity 
known as coronary thrombosis or coronary oc- 
clusion, During the last twenty-five years it has 
been slowly but indisputably differentiated from 
other types of heart lesions. Herrick is given 
credit for first calling attention to the frequency 
of cardiac infarction in coronary thrombosis 
about 1912, and he observed that recovery often 
followed a first attack. Although this distressing 
affection simulated angina pectoris to a marked 
degree, he was finally convinced that they are not 
identical. Since Herrick’s discovery many phy- 
sicians have devoted much time in investigation 
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and research in the subject of coronary disease, 
with the result that a great volume of somewhat 
conflicting data have been accumulated on the 
subject. At the present time it is clear that in- 
vestigators are more interested in problems per- 
taining to coronary thrombosis than those of any 
other cardiac disease. 

Medical literature is replete with material 
tending to show that its incidence is increas- 
ing rapidly, and to critical eyes it might appear 
to be the cause of more deaths among doctors 
during the last several years than it was ten or 
fifteen years ago. It has even been termed the 
“doctors’ disease.” However, some think that 
we are merely learning how to recognize it and 
place it in a separate column when it is tabu- 
lated with other types of cardiac disease. Many 
express the opinion that its increase in morbidity 
and mortality has been relatively small and that 
hetter control of infectious diseases has resulted 
in a check on the morbidity of all types of heart 
disease. We are reminded that statistics are fre- 
quently unreliable and open to criticism. Despite 
increasing evidence claiming that thrombosis of 
the coronaries is becoming more frequent, many 
are not ready to accept this view. The latter 
point to greater precision in diagnosis, and to the 
electrocardiograph which is now more widely em- 
ployed in cardiologic examinations. There is even 
a hesitancy on the part of numerous investigators 
to accept the dictum that angina pectoris and 
coronary thrombosis are diseases of the well-to- 
do and of business and professional men. It 
is found that there are great numbers among 
the working class who are victims of these dis- 
eases. Again, a careful review of the literature 
reveals that comparatively few persons knew 
anything about coronary thrombosis a generation 
ago. At the present time there is pretty gen- 
eral agreement that four or five times as many 
men as women are affected by it, and that instead 
of being of infrequent occurrence under fifty it 
now occasions no great surprise when we read 
that men even under forty are its victims, Many 
theories are advanced to explain these things, but 
few hear earmarks of finality and conclusiveness. 

Some of the older literature pertaining to cor- 
onary thrombosis is not convincing and is open 
to question; evidently many errors were made 
in diagnosis and classification of heart diseases. 
Many cases of coronary thrombosis were diag- 


nosed as attacks of angina pectoris or as “acute 
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March, 1939 
indigestion.” In the early days patients with 
coronary thrombosis were regarded as hopelessly 
afflicted. It was thought that anastomoses be- 
tween the right and left branch of the coronary 
artery were insignificant or entirely wanting. 
It was regarded as a terminal or end artery. As 
a result, it was believed that if the artery were 
obstructed, as in the descending branch of the 
left coronary, all that portion of heat muscle 
nourished by it became inefficient. Early inves- 
tigators were unable to draw any definite con- 
clusions regarding collateral circulation, but sub- 
sequently anatomists clearly demonstrated that 
definite anastomoses (lo exist between the arteries, 
and that in some hearts they are much more per- 
fectly formed than in others. Moreover, pathol- 
ogists pointed to histories of patients with ob- 
struction of the coronary artery or some of its 
larger branches whose hearts had recovered func- 
tionally and they lived in comparative comfort 
for months and even for many years after the 
initial attack, especially when it began in a pa- 
tient under fifty years of age. Another theory 
is that when gradual occlusion occurs, anastomo- 
ses between the capillaries have greater possibil- 
ity of development. It is now definitely estab- 
lished that the coronary arteries and those of 
surrounding structures anastomose, 

One theory pertaining to the formation of a 
thrombus is that it first begins by a deposition 
of blood platelets on the walls of an artery. 
Other platelets and leukocytes adhere to this 
growing mass, after which fibrin forms in which 
red blood corpuscles are caught. Numerous rea- 
sons have been given for the formation of a 
thrombus, among which are injury to the vessel 
wall and mechanical obstruction with retardation 
of the flow. Various toxic agents, together with 
bacteria and the poisons they produce, are re- 
sponsible for much damage to arterial walls. 
Frequently these disturbing factors upset cardiac 
action through the vagus, In some instances the 
disease is rapidly fatal, while in others ocelu- 
sion develops gradually by virtue of arterioscle- 
rotic narrowing of the artery. Many scientists 
believe that the vessels of Thebesius are acces- 


sory channels to the coronaries, and that some 


of the venous blood passes from the capillary 
beds through them into the heart cavities. Path- 


ologists have often found instances where coro- 
nary arteries haye been narrowed by disease to 
such an extent that little, if any, blood could 
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have passed through them to the tissue they sup- 
ply in the myocardium. Despite this, infarction 
has not occurred. 

Patients with coronary thrombosis may die 
suddenly or within a few weeks, while in some 
instances they live five, ten and even fifteen years 
after the first attack. Again, necropsy has re- 
vealed sclerosis and thrombosis of the coronaries 
in persons who gave no evidence of cardiac symp- 
toms during life. This latter phase was found 
very confusing at first, but our present knowledge 
of this coronary thrombus is much more encour- 
aging, despite the fact that a number die even 
when they appear to be on the road to recovery. 
Kven when the attacks are accompanied by con- 
tinued and excruciating pain, the patient may 
survive and carry on successfully for many years. 
No doubt, a first attack, with the fear of impend- 
ing death, frequently enables many victims to 
realize that they have at last been chastened by 
neglecting to employ common sense in preserv- 
ing body and mind, Generally this abrupt real- 
ization serves a useful purpose, for afterward 
many patients willingly eschew pernicious habits 
and practices that do not and never can conform 
with clear reasoning. It is clearly obvious to all 
that the heart is an organ with extraordinary 
power and in most instances it has sufficient re- 
serve to resist even extraordinary strains and 
injuries to a remarkable degree. 

Mortality statistics indicate that the number 
of deaths from heart disease is increasing. Heart 
disease is now accepted as the principal cause 
of death in the United States, Great Britain and 
Germany. About 2,000,000 people are said to 
have heart disease in the United States, the mor- 
tality rate being nearly twice as large as that 
of cancer. Our strenuous manner of living is 
given as one of the underlying causes, while an- 
other arises from the increased length of life, 
thus permitting a greater number of people to 
reach the “heart disease” age than they did a 
generation ago. Sustained efforts of physicians 
to curb or destroy tuberculosis, scarlet fever and 
diphtheria during the last fifty years have saved 
thousands of persons for a longer life. Numer- 
ous cases of heart disease are the result of injury 
to some part of the circulatory system by a pre- 
vious infection, such as rheumatism and syphilis. 
Cardiac manifestations of scarlet fever and 
syphilis usually do not appear until fifteen to 


twenty years after infection, and much depends 
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upon the nature and severity of the infection and 
the reaction of the heart to it. Heart disease 
is recognized as an afiliction, the result of many 
and varied causes such as fatigue, hardship, 
worry and excitement. Toxic substances, unsuit- 
able food, excessive smoking, and interminable 
drinking are other etiological factors that play 
an important role. There appears to be a grow- 
ing belief that certain drugs and other substances 
introduced intravenously may, in some instances, 
favor the development of thrombi. Advocates of 
this opinion feel that such substances are fre- 
quently introduced into the blood stream indis- 
criminately. 

Obituaries of 35,799 physicians published in 
the Journal of the American Medical Associa- 
tion between January 7, 1928, and December 31, 
1938, present many interesting facts. We find 
in this review that 10,715 died of heart disease, 
and of this number 2,239 succumbed to coronary 
thrombosis. In many instances no cause of death 
was given; they were “found dead,” “died sud- 
denly of senility,” or died as a result of gen- 
eral debility.” For example, in the week ending 
April 27, 1935, we find obituary notices of 102 
physicians with no cause of death given in 34. 
In the issue of May 18, 1935, the total deaths 
are 124 with no cause given in 58. A total of 
100 obituaries is found in the Journal of April 
10, 1937, but no cause was reported in 47 of 
them. 2,910 physicians died in 1928; 750 had 
heart disease, and of this number only 37 cases 
of coronary thrombosis were reported. 2,858 
deaths of physicians appeared in the Journal dur- 
ing 1929, and only 46 had coronary thrombosis, 
while the total cases of heart diseases were 764. 
At the end of this eleven-year period we find that 
3,417 doctors died in 1937 and 3,811 died in 
1938. In 193% nine hundred and seventy-one 
died of heart disease, including 368 who had 
coronary thrombosis. In 1938 there were 1,153 
deaths from heart disease; of this number 466 
were reported as coronary thrombosis. 

Perhaps the factor of greatest importance to 
patients suffering from coronary thrombosis is 
imperturability. When one can retain both phys- 
ical and mental poise and steadfastly refuse to 
be disconcerted by signs and symptoms that, in 
some instances completely disappear later on, he 
has thrown up a wall of circumvallation around 
himself that is of infinite value. When he ear- 
nestly and consistently endeayors to readjust his 
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way of living, even in the face of adverse circum- 
stances and discouragement arising from his af- 
fiction, he exhibits a commendable spirit and a 
splendid philosophy that will go far toward car- 
rying him over pitfalls that beset his paths lead- 
ing to well-being and recovery, If one wishes to 
abide with friends a little longer, and so enjoy 
ihe delights and beanties of future seasons, it 
will be well for him to realize that frequently 
slight repairs judiciously made will enable him 
to live longer, It is clear that if one wishes to 
avert further progress of this disease and avoid 
subsequent attacks he must thoroughly adjust 
himself to new conditions and possible limita- 
tions. Moderation in all things avoiding anger, 
fatigue, overeating, should be the guiding prin- 
ciple for all who are afflicted with coronary 
thrombosis. 


LOOKS LIKE A PUBLICITY STUNT 
The National Health Conference appears to 


have been principally another publicity stunt in 
the campaign of the propaganda machine for so- 
socialized .medicine, 

“Numerous and complicated details of the 
plan offered to the conference should receive 
careful perusal from every physician. Some of 
these proposals, for sheer grandeur, might easily 
outdo the ambitious, mutual gymnastics of a 
grandiose paretic. Ingeniously worded phrases 
insure absolute federal control and the words 
‘federal participation’ should be thus rewritten. 
When the federal government offers to furnish 
one-half the necessary funds, it is the same old 
scheme by which the Constitution is circum- 
vented for the purpose of federal domination. 

“The result will be bureaucratic interference 
with the development and contro) of the widely 
diverse methods necessary to carry out such an 
ambitions program covering all parts of the 


country.” 


COMPARE GOVERNMENT ATTITUDE 
TOWARDS LABOR UNIONS AND 
MEDICAL ORGANIZATIONS 


While labor unions and organizations of al) 
manner of guild classification are encouraged, 
even almost “adopted” by the Washington bu- 
reaucracy, the American Medical Association is 
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indicted for offenses against the Sherman Anti- 
Trust Jaws. 

Quoting the September issue of the Journal 
of Accountancy we note that even a lay period- 
jeal comments: 

“Some commentators have pointed out the 
rather peculiar contrast between the position of 
the professional society and the labor unions 
under present legislation, Existing laws seem to 
encourage labor unions to struggle for the closed 
shop and fixed standards of compensation, while 
the medical societies are being attacked on 
grounds of monopolistic practice merely because 
of expulsion, from what are after all voluntary 
membership organizations, of physicians, who 
practise in a manner which the societies con- 
sider detrimental to the profession, 

“We have no desire to enter the controversy 


of whether the medical societies’ attitude is mor- 
ally justified or not. Individual physicians and 
surgeons of high standing differ violently on the 
question, ‘The societies may be entirely wrong 
from the social point of view. We draw atten- 
tion to the proceedings only because it seems odd 
to find an entire profession in such a peculiar 
legal situation. Perhaps a hidden explanation of 
this unusual situation can be found in the assist- 
ant attorney-general’s hint that if the American 
Medical Association should cooperate with the 
Department of Justice by halting practices which 
are known to be regarded unsympathetically by 
prominent officers of the Government, the con- 
troversy might be resolved by a consent decree. 
(Italics ours). 

“There is probably no aualogy to be drawn 
between the accounting profession and the medi- 
cal profession in its controversy with Govern- 
ment. The highly personal nature of medical 
services and the social importance of community 
health invest the present argument with a pub- 
lie interest which does not extend in the same 
measure to allairs of other professions. 

“All the professions, however, do have much 
in common. Many of them have recently been 
eritieized by various agencies of the Government. 
The case against the medical societies focuses at- 
tention again on questions of future relations 


between the two groups.” 
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THE PHYSICIAN’S INCOME TAA, 1939 


The Revenue Act of 1938 amended in nu- 
merous respects the prior income tax law but 
none of the changes relate to physicians as a 
class distinct from the main body of federal 
income tax payers, 

Tivery one who is required to make a federal 
income tax return must do so on or before 
March 15, unless an extension of time for filing 
his return has been granted. or cause shown, 
the collector of internal revenue for the district 
in which the taxpayer files his return may grant 
such an extension, on application filed with him 
by the taxpayer. This application must state 
fully the causes for the delay. Failure to make 
a return may subject the taxpayer to a penalty 
of 25 per cent. of the amount of the tax due. 

The normal rate of tax on residents of the 
United States and on all citizens of the United 


States regardless of their places of residence is 


4 per cent. on net income in excess of the exemp- 
tions and credits. 


WHO MUST FILE RETURNS 


{. {€ gross income was less than $5,000 
during 1988, a return must be filed (a) by every 
unmarried person, and by every married person 
not living with her husband or his wife, whose 
net income was $1,000 or more, and (0) by every 
married person living with her husband or his 
wife, whose net income was $2,500 or more. If 
the aggregate net income of husband and wife, 
living together, was $2,500 or more, each may 
make a return or the two may unite in a joint 
return, 

2. Returns must be filed by every person 
whose gross income in 1938 was $5,000 or more, 
regardless of the amount of his net income 
and of his marital status. If the aggregate gross 
income of husband and wife, living together, was 
$5,000 or more, they must file either a joint 
return or separate returns, regardless of the 
amounts of their joint or individual net incomes, 

Tf the status of a taxpayer, so far as it affects 
the personal exemption or credit for dependents, 
changed during the year, the personal exemption 
nd credit must be apportioned, under rules and 
regulations prescribed by the Commissioner of 
Internal Revenue with the approval of the Sec- 
retary of the Treasury, in accordance with the 
number of months before and after such change. 


For the purpose of such apportionment a frac- 
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tional part of a month should be disregarded 
unless it amounts to more than half a month, 
in which case it is to be considered as a month. 

As a matter of courtesy only, blanks for re- 
turns are sent to taxpayers by the collectors of 
internal revenue, without request. Failure to 
receive a blank does not excuse any one from 
making a return; the taxpayer should obtain the 
necessary blank from the local collector of in- 
fernal revenue, 

The following discussion covers only matters 
relating specifically to physicians. Full infor- 
mation concerning questions of general interest 
may be obtained from the official return blank 
and from the collectors of internal revenue. 


GROSS AND NET INCOMES: WHAT THEY ARE 


Gross Income.—A physician’s gross income is 
the total amount of money received by him 
during the year for professional services, regard- 
less of the time when the services were rendered 
for which the money was paid, plus such money 
as he has received as profits from investments 
and speculation and as compensation and profits 
from other sources. 

Net Income.—Certain professional expenses 
and the expenses of carrying on any enterprise 
in which the physician may he engaged for gain 
may be subtracted as “deductions” from the gross 
income, to determine the net income on which 
the tax is to be paid. An “exemption” is al- 
lowed, the amount depending on the taxpayer’s 
marital status during the tax vear as stated 
before. These matters are fully covered in the 
instructions on the tax return blanks. 

Earned Income—In computing the normal 
tax, but not the surtax, there may be subtracted 
from net income from all sources an amount 
equal to 10 per cent. of the earned net income, 
except that the amount go subtracted shall in 
no case exceed 10 per cent, of the net income 
from all sources. Earned income means profes- 
sional fees, salaries and wages received as com- 
pensation for personal services, as distinguished 
from receipts from other sources. 

The first $3,000 of a physician’s net income 
from all sources may he regarded under the law 
as earned net income, whether it was or was not 
in fact earned within the meaning set forth in 
the preceding paragraph. Net income in excess 


of $3,000 may not be claimed as earned unless 


it in fact comes within that category. No physi- 
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cian may claim as earned net income any income 


in excess of $14,000. 


DEDUCTIONS FOR PROFESSIONAL 
EXPENSES 

A physician is entitled to deduct all current 
expenses necessary in carrying on his practice. 

A person may elect to report his income on 
a cash or accrual basis. He may not change the 
basis, however, without permission of the Com- 
missioner of Internal Revenue. [f he reports 
on a cash basis, he includes his fees or other 
income when received regardless of when earned ; 
if on an accrual basis, he includes them in the 
period when the services are rendered and when 
charges are found to be wholly or partially un- 
collectible he may deduct them as bad debts in 
the year when so determined. 

The doctor’s expenses are deductible if in- 
curred in the production of income and are not 
deductible when they are classified as “personal” 
of “living.” 

The following items are deductible: All inter- 
est and taxes (except federal income and sur- 
taxes). The doctor may deduct his office ex- 
penses including salaries paid attendants or as- 
sistants, rent, telephone service, light, heat, and 
similar necessary expenses and that portion of 
his home expenses clearly allocable to the con- 
duct: of his practice:. medical dues, laboratory 
expenses, losses by fire and other causes, the cost 
of supplies, medicines, instruments, medical 
hooks and magazines, furniture and other equip- 
ment (except the internal revenue department 
may require that those items with a useful life 
materially longer than one year, be depreciated 
during the life instead of written off) ; the cost 
of transportation in the pursuit of practice in- 
cluding taxi and bus fares, depreciation on cars, 
chauffeur’s wages, gasoline, oil, repairs, etc.; 
amounts expended in railroad fares, hotel ac- 
commodations and meals in connection with at- 
tending meetings and conventions of medical 
associations; contributions to educational, relig- 
ious or charitable institutions limited to 15% of 
the net taxable income; expense incurred by a 
physician in defense of a suit for malpractice in 
his profession, insurance premiums paid for in- 
surance against professional losses are also de- 
ductible. 

Among items of non-taxable income may be 


noted: 
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“The personal exemptions of (a) $1,000 tor a 
single person or for a married person not living 
with husband or wife or (b) $2,500 for a mar- 
ried person living with husband or wite during 
the entire taxable year: (Married persons, if fil- 
ing separate returns may divide the exemption 
as they elect) or (c) $2,500 for the head of a 
family, whether married or not, 

“The credit of $400 for ‘each person (other 
than husband or wife) under [8 years of age, or 
incapable of self-support because mentally or 
physically defective, who received his or her chief 
support from the taxpayer during the tarable 
year.” 

“The credit for net earned income calculated 
as follows: 10% of the amount of the earned 
net income but not in excess of 10% of the 


amount of the net income. Sarned income will 


he considered to be not less than $3,000 or more 
than $14,000 (for normal tax only). 

“Amounts received as beneficiary of a life in- 
surance policy, whether in lump sums, in in- 
stallments or as annuities (with exceptions). 

“Amounts received as gifts and money ani 
property acquired by bequest, devise or inherit- 
ance, 

“In interest on obligations of the United 
States, territories or political subdivisions 
thereof and the obligations of certain federal in- 
strumentalities, the interest on whose obligations 
is guaranteed by the United States (for normal 
tax only). 

“Compensation paid by a state or political 
subdivision thereof to its officers or employees for 
services rendered in connection with the exercise 
of an essential governmental function. 


DEPRECIATION ON STOCK AND EQUIPMENT 


Equipment comprises property of a more or 
less permanent nature. It may ultimately wear 
out, deteriorate or become obsolete, but it is not 
in the ordinary sense of the word “consumed in 
the using.” 

The cost of equipment, for professional use, 
cannot be deducted as expense in the year ac- 
quired. Examples of this class of property are 
automobiles, office furniture, medical, surgical 
and laboratory equipment of more or less perma- 
nent nature, and instruments and appliances 
constituting a part of the physician’s profes- 
sional outfit, to be used over a_ considerable 
period of time, generally over one year. Books 








> or 
vear 

not 
d in 


use, 
ace 
are 
vical 
rma- 
neces 
ofes- 
rable 
00ks 








March, 1939 


of more or less permanent nature are regarded 
as equipment and the purchase price is there- 
fore not deductible. 

Although the cost of such equipment is not 
deductible in the year acquired, nevertheless it 
may be recovered through depreciation deduc- 
tions taken year by year over its useful life, as 
described below. 

No hard and fast rule can be laid down as to 
what part of the cost of equipment is deductible 
each year as depreciation. The amount depends 
to some extent on the nature of the property and 
on the extent and character of its use, The length 
of its useful life should be the primary consid- 
eration, The most that can be done is to sug- 
gest certain average or normal rates of deprecia- 
tion for each of several classes of articles and to 
leave to the taxpayers the modification of the 
suggested rates as the circumstances of his par- 
ticular case may dictate. As fair, normal or 
average rates of depreciation, the following have 
heen suggested : automobiles, 25 per cent a year: 
ordinary medical libraries, x-ray equipment, 
physical therapy equipment, electrical sterilizers, 
surgical instruments and diagnostic apparatus, 
10 per cent a year; office furniture, 5 per cent a 
year. 

The principle governing the determination of 
all rates of depreciation is that the total amount 
claimed by the taxpayer as depreciation during 
the life of the article, plus the salvage value of 
the article at the end of its useful life, shall not 
he greater than its purchase price or, if pur- 
chased before March 1913, either its fair market 
value as of that date or its original cost, which- 
ever may be greater. The physician must in 
good faith use his best judgment and claim only 
such allowance for depreciation as the facts jus- 
tify. The estimate of useful life, on which the 
rate of depreciation is based, should be carefully 
considered in his individual case. 

In a Treasury Decision, approved Feb, 28, 
1934, No. 4422, it is held, among other things, 
that 

“The cost to be recovered shall be charged off 
over the useful life of the property. 

“The reasonableness of any claim for depre- 
ciation shall be determined on the conditions 
known to exist at the end of the period for which 
the return was made. 

“Where the cost or other basis of the property 
has been recovered through depreciation or other 
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allowances, no further deduction for deprecia- 
tion shall be allowed. 

“The burden of proof will rest on the tax- 
payer to sustain the deduction claimed. 

“The deduction for depreciation in respect to 
any depreciable property for any taxable year 
shall be limited to such ratable amount as may 
reasonably be considered necessary to recover 
during the remaining life of the property the 
unrecovered cost or other basis,” 

Oculists who furnish spectacles, ete., may 
charge as income money received from such sales 
and deduct as an expense the cost of the article 
sold. Entries on the physician’s account books 
should in such cases show charges for services 
separate and apart from charges for spectacles, 
ete, 

Social Security Taxes.—The excise taxes im- 
posed on employers by section 804, title VIII, 
and section 901, title IX, of the Social Security 
Act. commonly referred to as old age and un- 
employment benefit taxes, are deductible annu- 
ally by employers in computing net income for 
federal income tax purposes. If the taxpayer’s 
return is made on a cash basis, as are the returns 
of practically all physicians, the taxes are de- 
ductible for the year in which they are actually 
paid. If the return is made on an accrual basis, 
the taxes are deductible for the year in which 
they accrue, irrespective of when they are actu- 
ally paid. Employees, including — physicians 
whose employment brings them within that cate- 
gory, may not deduct the tax imposed on them 
by section 801, title VIII, of the Social Security 
Act, generally referred to as the old age bene- 
fits tax. If however, the employer assumes pay- 
ment of the employee’s tax and does not with- 
hold the amount of the tax from the employee’s 
wages, the amount of the tax so assumed may 
be deducted by the employer, not as a tax paid, 
but as an ordinary business expense. 





ALMOST AS GOOD 

Little Ikey came up to his father with a very solemn 
face. 

“Ts it true, father,” he asked, “that marriage is a 
failure?” 

His father surveyed him thoughtfully for a moment. 

“Well, Ikey,” he finally replied, “if you get a rich 
wife it’s almost as good as a failure.”—Lippincott’s. 
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The Speech of Dr. Luce, President of the 
Michigan State Medical Society, at the recent 
meeting of the Northwest Regional Conference 
was ample payment for attending the meeting 
if nothing further had been presented. Fortu- 
nately, the local newspapers gave a rather com- 
prehensive report of the talk and we hope that 
all of you read it. Dr. Luce reporting on the 
conference between the special Commiittee of 
Five appointed by the House of Delegates of the 
American Medical Association at a special meet- 
ing held in Chicago last September, to confer 
with the Interdepartmental Committee, headed 
by Miss Josephine Roche, told that at neither 
meeting of the two groups was there any oppor- 
tunity to present both sides of the controversial 
subject for frank discussion, but that the entire 
meeting was perfunctory and that no changes 
were made in the typewritten report which was 
on the desk of every man attending the so-called 
conference, when he sat down at his desk at the 
beginning of the meeting. Surely, not a very 
good example of cooperation, but rather of dic- 
tatorial methods of approach. 

The attendance at the Northwest Regional 
Conference was very good. The attendance of 
men from distant parts of the nation was par- 
ticularly noticeable. That demonstrated that the 
medical profession of the entire nation are in- 
terested in the economic problems and are will- 
ing to come half the distance across the United 
States to learn more, as well as present their 
ideas on the proper solution of the same. We 
hope in the near future to have some of the talks 
available for presentation to the physicians of 
Illinois either through reprints or on the pages 
of the ILtinois MEpIcAL JOURNAL. 

The propaganda mill against the medical pro- 
fession continues to grind. Lrberty, in its March 
4 issue, presented another of its articles, this 
time by Frederick Lewis, entitled “How the 
Medical Trust Victimizes the Average Man.” 


This article teems with inaccuracies and_ half 
true statements, all interpreted in criticism of 
the medical profession. The first part in par- 
ticular should be critically read for it tells the 
story of why and how the magazine is against 
the medical profession. Read the article, think 
about and be ready to discuss it with your friends 
and neighbors, who will be ready and anxous to 
find out how you, their friend and physician, feel 
about the entire subject. If you can point out 
some of the untruths and inaccuracies of the 
article it is much more effective than a general 
denial. 

The February issue of the Commentator had 
the most impressive article on the “New Deal in 
Medicine,” by Logan Clendening, that has as 
yet come to the attention and notice of the 
writer. It presents much good material and 
many facts in such a convincing manner that 
the reader must be convinced that there are many 
disadvantages to a radical change in the manner 
of conducting the practice of medicine. ead 
this article and recommend it to your friends. 
Most of the time, the articles in this magazine 
have been very fair to the medical profession 
although at times they have presented the other 
phase of the question, but this is only right and 
proper. 

The voters of several communities of the state 
have been circularized recently by an article 
from the pen of Samuel B, Pettingill, former 
member of Congress from Indiana, on the sub- 
ject “Shall Medicine Be Socialized?” This is 
from the Congressional record. It is a most 
excellent presentation of the dangers lurking in 
the proposed Wagner Bill. In addition there is 
an editorial by Frank Gannett, Editor of Amer- 
ica’s Future on “Shall Politicians Control Medi- 
cine?” The writer does not know under whose 
sponsorship this distribution has been made, but 
is inclined to think that it is by some group out- 
side of organized medicine. Regardless of the 
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sponsorship, it is a most excellent piece of work 
and deserves the thanks of every physician in the 
United States today. What particularly ap- 
pealed to the writer is the fact that it stresses 
the necessity of “Write your senator and con- 
gressmen today.” The last Bulletin of Public 
Relations Bureau of the Medical Society of the 
State of New York was on the subject, “Has 
your Congressman heard from You?” Mr, An- 
derson, Director of the Public Relations Bureau 
of the Medical Society of New York, gives a 
most excellent article on the need of personal 
talks and letters to our local congressmen by 
the members of the medical profession to give 
said congressman accurate, true information of 
the attitude of the medical profession and to 
combat to some extent the organized pressure 
that is put on by the reformers whenever any 
of the New Deal Legislation is on the make. 
Of course, the writer has a desire to sit back 
and say, “I told you so.” However, that does 
no good; we must continue to stress the need of 
personal contact with the members of Congress 
and nobody should be so busy even in an epi- 
demic of grippe, flu, or what is it called in your 
community, to overlook the opportunity to ex- 
plain the reasons for the medical profession 
being opposed to radical changes. 

With the permission of the writer, one of the 
articles presented at the Northwest Regional 
Conference, that by Major G. Seelig, M.D., St. 
Louis, Missouri on “A State-wide Hospitaliza- 
tion Plan for the Low Income Group” is pre- 
sented immediately following. 

E. S. Hamilton, Chairman. 





A STATEWIDE HOSPITALIZATION PLAN 
FOR THE LOW INCOME GROUP 


Mavsor G. Seetta, M. D. 
ST. LOUIS 


What prompted the Economics Board of the 
St. Louis Medical Society to become actively 


‘interested, in the few years prior to 1936, in the 


system of prepaid hospital care that is now 
known as non-profit and voluntary hospital care 
insurance? A committee already plagued and 
irritated by an almost chaotic state of friction 
between the profession and the hospitals sought 
relief. 


Northwest Regionoal Conference, Palmer House, Chicago, 
February 12, 1939 Missouri State Medical Association 
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From previous studies and observations of the 
effects of many movements, both in and out of 
the profession, there was unfolded to us not only 
a solution to the pressing problems but also a_ 
plan that gave evidence that it could be fitted 
and coordinated into existing agencies and ma- 
chinery, Suffice it to say that after six years of 
preparation, three of it in active administration, 
our idealistic goal is about to be reached. Griev- 
ances, both fancies and real, between the profes- 
sion and the hospitals were for the larger part 
eliminated. Well intentioned friends and kindly 
disposed critics vented the oft quoted saying: 
“Doctors are not business men.” Castigation 
and abuse from within our own great profession 
pilloried our early efforts. True, the first be- 
lievers were not prophets nor did they expect to 
find within their own ranks the genius to for- 
mulate policies and efforts in a statutory form. 
It was incumbent upon the members of the Eco- 
nomics Board in their responsibility to them- 
selves, the profession and the public, that they 
secure a competent administrator whose experi- 
ence and moral character gave evidence of the 
capacity necessary to institute the new relation- 
ships between these three groups. I speak as 
an individual and not as a committeeman when 
I say that the right type of Executive Director 
is, in my judgment, a sine qua non to the suc- 
cessful administration of all such undertakings. 

It seems unnecessary to relate the short but 
active history of ethical hospital care insurance 
plans. There is considerable evidence available 
which indicates that these voluntary, non-profit 
plans of social insurance are etching for them- 
selves not only a distinguished but an essential 
place in the community. The lusty growth of 
this infant depended not so much on its pre- 
cocity as upon the solicitous care that was de- 
voted to it through the agency of its executive 
board under the inspiration and stimulation of 
the organized profession of St. Louis. The or- 
ganized medical professions of St. Louis and the 
State of Missouri were probably the first groups 
actively to inaugurate such a plan. Pre-eminent 
in our thoughts and actions was the desire to for- 
mulate a social insurance program that would 
conform strictly to the tenets and ethics of the 
American Medical Association. We submit that 
this has been accomplished. 

It would be unpardonable not to acknowledge 
the splendid cooperation from the very outset 
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which we received from all of the participating 
hospitals. There has developed a mutual re- 
spect for each other that is characterized by the 
almost incredible fact that the trustees of Group 
Hospital Service have up to date no record of a 
complaint from a single hospital, patient or 
physician. 

Early fears of our well intentioned critics have 
been practically dissipated. The plan is sound 
financially and the members have an additional 
safeguard through the guarantee of service by 
60 responsible and participating hospitals. Cash 
reserves after 32 months of operation are suffi- 
cient to pay the bills of our members for four 
months without receipt of even the monthly dues. 
There is no indication that larger or more pub- 
licized hospitals have been given advantages over 
the smaller institutions. Freedom of choice of 
physician and hospital has been carefully pre- 
served, but of even greater importance is the 
fact that not a scintilla of force or duress is 
placed on any of the cooperating groups—volun- 
tary action is the open sesame of the whole plan. 

The public has responded enthusiastically to 
our professional leadership in the community. 
Industry likes the provisions for voluntary ac- 
ceptance by employees, togethed with the budget- 
ary idea that underlies the plan. The hospitals 
are exceedingly grateful for the establishment 
of a plan that does not interfere with their ad- 
ministrative policies as well as for the financial 
aid accruing to them. Contrast this with cer- 
tain groups who impose, not only upon a hos- 
pital but on the entire community, by seeking 
preferential rates through numerical purchasing 
power. Approved hospital service plans pay hos- 
pitals on a basis that is fair to both the institu- 
tion and their members, Patients have not at- 
tempted to choose hospitals other than those 
recommended by their physician. 

Doctors have hospitalized many patients 
under the plan earlier than would have other- 
wise been possible, because the patient was re- 
lieved of the necessity of financing his hospital 
stay. Abuse has been unquestionably negligible. 
Complete approval of an ethical plan by the pro- 
fession has made possible a morbidity incidence 
and average stay lower than any other comp- 
arable plan in the country. The average stay for 
all patients (5,000) during the past 32. months 
was 8.5 days. 

From a practical viewpoint, this voluntary 
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plan of social insurance has evolved a program 
of constructive education among Americans in 
lower and middle income brackets. Thousands 
upon thousands of workers and their families are 
more health conscious; then too, they are taught 
to budget for at least part of potential illness 
costs. Granting to the physician all of the finer 
altruistic motives that are unquestionably his, 
there nevertheless remains the fact that under 
this type of operation, the Doctor is more cer- 
tain not only of receiving his fee but of receiv- 
ing an adequate fee. It is self evident that a 
patient who has been hospitalized for 30 days 
at a total cost to him of approximately $9.00 is 
going to have available for his physician an ap- 
preciably larger remuneration than if he had 
spent, as he necessarily would have spent under 
the old way, some hundred dollars for his hos- 
pitalization. 

In St. Louis and Missouri our Group Hospital 
Service does not include such professional serv- 
ices as anesthesia, roentgenology and _ clinical 
pathology. Patients pay the hospitals direct for 
such service. Here again it is self-evident that 
such a method works for the material benefit of 
the physician, again, of course, allowing in the 
broadest way for his altruism. The anesthetist, 
the roentgenologist and the pathologist instead 
of being relegated to the category of hospital 
employees and flunkies are according to this plan 
ranked with their professional colleagues in the 
various other specialties of medicine in that they 
render their own bills and make their own finan- 
cial arrangements. 

My previous statements have been a report on 
an actuality. The title designated in your pro- 
gram and to which I have been asked to give 
particular attention, connotes a challenge to 
those communities where many of their citizens 
are engaged in agricultural pursuits. It has been 
said that voluntary plans of social insurance 
could not effectively serve thinly populated areas, 
nor serve groups of less cohesion that those rep- 
resented in urban areas. 
the statement that success has crowned our ef- 
forts in these fields but it is at least heartening 
to know that Group Hospital Service of Missouri 
has progressed to the point where a practical be- 
ginning has been made in the rural districts. 

Before relating steps taken to bring within 
reach the benefits of this non-profit voluntary 
plan of hospital care insurance to the farmers 
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and citizens of small communities, it seems per- 
tinent to state the policy of the Trustees in their 
approach to this problem. It was both natural 
and expedient that the center of activity in the 
establishment of a plan be in the largest city— 
St. Louis. We could compare conditions and 
progress with those attained in other cities as 
well as to compare technical and administrative 
information to good advantage. With the plan 
operating in a satisfactory manner, it was only 
natural that other County Medical Societies 
would interest themselves, in addition to the peo- 
ple of their own communities, in becoming ac- 
quainted with this low cost plan of protection. 
Our full facilities and help were made available 
to the Jackson County Medical Society in Kan- 
sas City and a trained member of our staff was 
placed in charge of their own program set up 
by the Jackson County Medical Society and the 
local hospitals. This occurred about 18 months 
after the inauguration of the plan in St. Louis. 
Continuing pressure from many lay sources 
seemed to effect the present and future practice 
of medicine in the American way and warranted 
this conclusion—that more effective means, to- 
gether with proper financial stability, could be 
obtained by the operation of a statewide plan of 
voluntary hospital care insurance. The Missouri 
State Medical Association readily approved the 
state program and the Trustees of Group Hos- 
pital Service required, as a prerequisite to par- 
ticipating in the plan, a request from each local 
County Medical Society to serve that Com- 
munity. 

Our Executive Director was aware of the 
financial pitfalls to be entailed in such an ex- 
pensive program to small communities and 
thinly populated areas. The expense of having 
properly trained field secretaries in offices estab- 
lished across the State was of much importance. 
In an effort to find the largest group in the out- 
state area, we turned to the Missouri Farm Bu- 
reau Federation and to their credit is the fact 
that they were immediately responsive. It seems 
relatively simple merely to set in operation the 
administrative machinery for enrollment of our 
agricultural friends but we were well aware of 
another and more important aspect. It was the 
knowledge that many of our citizens scattered 
over the fields of Missouri were neither health 
nor hospital conscious. This called for a series 
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of educational talks by our own staff, as well as 
the publication of properly prepared articles in 
the house organ of the Farm Bureau Federation. 
Sponsorship of Group Hospital Service to the — 
farmers rested in the hands of this Federation 
and they are to be commended for the amount 
of educational work they have already accom- 
plished. County Farm Agents and the Home 
and Community Committees, composed of the 
ladies, were given the responsibility of enrolling 
the farmers by county units, Ten months have 
passed since arraingements were completed to 
begin the program; the first groups to enroll re- 
ceived their membership certificates last October. 
Six county units have completed all arrange- 
ments for membership; an immediate observa- 
tion is that the percentage of voluntary accept- 
ance by the farmers is considerably lower than 
our experience in urban centers. It is only fair 
to add that higher percentages of rural accep- 
tance might have been obtained but with a dis- 
proportionate rise in operating costs. 

One question which has been posed is, why 
these plans do not as a rule enroll individuals. 
This is one of several factors that makes the 
problem more difficult for us in our effort to 
extend the benefits to people in farm communi- 
ties. It is easy to understand that enrollment 
and administrative costs are increasingly higher 
in the enrollment of individuals as compared to 
groups of individuals. Then too, the matter of 
collecting monthly dues on a budget basis that 
is both simple and easy for the people makes for 
higher operating expenditures. With the great 
majority of the service plans allocating as much 
as 80 per cent of their earned income for hos- 
pital bills of their members, the problem is 
obvious. Through the active participation of 
such an organization as the Farm Bureau Fed- 
eration, we were able to have payments made on 
a quarterly basis through their central office, thus 
eliminating the disadvantages I have just men- 
tioned. 

The whole solution to the problem of serving 
the farmers has not yet been reached, but the 
continued success of the voluntary plans seems 
to indicate that there can be a reasonable amount 
of laxity of enrollment rules indulged in, to pro- 
vide other methods of centralizing collection for 
the farmers. We have known of some instances 
where the local bank or newspaper accepted 
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monthly payments while some of the plans have 
utilized the services of the telegraph company. 

We feel that the need to educate the people 
in urban areas to the use of existing medical fa- 
cilities is of greater importance than even the 
administrative problem. Progress has been made 
even in the fact of adverse publicity inimical to 
both the health of the individual and to the 
practice of medicine. The amount of goodwill 
for the medical profession engendered by the 
voluntary social insurance plans cannot be over 
emphasized, and finally and above all else, to 
those of us who have a large mental reserve of 
doubt concerning the precipitous entry of gov- 
ernmental agencies into the high technical field 
of medical care,—to those of us there is the hope 
that the various governmental units, whether 
they be state, federal, county or municipal, will 
of necessity have to recognize and bow in defer- 
ence to the altruism of its constituted agencies 
of organized medicine that have evolved schemes 
working satisfactorily to the advantage of society 
as does the particular plan that we with pride 
have worked out in Missouri. 


HOUSE BILL 282, CHIROPRACTIC 
WHY IT SHOULD BE DEFEATED 
The Medical Practice Act of Illinois provides 
liberally for the granting of license to chiro- 
practors, as well as to the practitioners of all 
other drugless systems, on the basis of a reason- 
able amount of general education and specific 
study of the system for which a license to prac- 
tice is desired. H. B. 282 is a proposal to lower 
these established requirements of education and 
study. 

This is shown clearly in the pertinent provi- 
sions of the Bill. These are lines 1-4 in Sec. 4, 
which read “None of the functions, powers or 
duties enumerated in Section 3 shall be exer- 
cised by the Department of Registration and 
Education except upon the action and report 
in writing of a Chiropractic Board which shall 
be composed of three (3) chiropractors .. .” 
and lines 9-12 of Section 5 which provide that 
“No school of chiropractic shall be approved by 
the Department of Registration and Education 
unless it has a minimum requirement of attend- 
ance upon classes for a total of 2421 class hours, 
of sixty (60) minutes each.. .”. 
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These two quotations from H. B. 282 would 
(1) clothe a new examining board made up 
entirely of chiropractors with sole authority for 
passing on qualifications and standards and (2) 
would make it possible for applicants for license 
to qualify after less than twelve months of class- 
room instruction in the special system of treat- 
ment, The bill sets up 2421 class hours speci- 
fically as the minimum requirement. This could 
very easily be done in 12 months of attendance 
in a school of chiropractic. 

Significantly enough, 2421 hours of class- 
room instruction is exactly the requirement for 
graduation of the Palmer School of Chiropractic, 
a fact set forth in the current catalog of this 
institution which is operated on a commercial 
basis. 

The present Medical Practice Act of Illinois 
requires that applicants graduating after 1926 
shall have spent at least four years of not less 
than eight months each in a standard school of 
chiropractic before they can qualify for a license. 
A minimum aggregate of 36 months of residence 
study in the school of chiropractic is required. 
These minimum requirements, which apply alike 
to applicants for license of all forms of drug- 
less practice, would appear to be low enough 
for practitioners who propose to deal profes- 
sionally with human life and health. 

It appears plainly, therefore, that H. B. 282 
is a proposal to grant special privilege to chiro- 
practors as a class, on the one hand, and to 
lower the standards now prevailing for the licen- 
sure of chiropractors on the other. What other 


-valid reasons would there be for a new law 


covering a matter already adequately and rea- 
sonably covered in the general provisions of the 
Medical Practice Act which apply alike to all 
systems of drugless healing? No applicant who 
meets the qualifications set forth in this well 
considered law, that has been upheld by the 
Supreme Court in many decisions, is denied a 
license to practice in Illinois. 

The enactment of H. B. 282, might further- 
more be interpreted to repeal all of the Medical 
Practice Act relating to drugless practitioners, 
opening the way for an influx of any and all 
drugless healers which might choose to set up 
practice in the State. Sec, 26 of H. B, 282 pro- 
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vides that “All Acts and parts of Acts in con- 
flict herewith are hereby repealed.” 

This Bill is not in the public interest but 
proposes to confer special privilege and to re- 
duce the standards of qualifications of drugless 
healers at a time when educational requirements 
in all pursuits of life are becoming more rigor- 
ous and ought therefore to be defeated. 





HOUSE BILL 293 ON OSTEOPATHY 
WHY IT SHOULD BE DEFEATED 

Are registration laws enacted to grant special 
class privileges or to impose professional re- 
sponsibilities and to protect the people gener- 
ally? How much and what kind of training 
should men and women have before being li- 
censed to use the knife on or prescribe drugs for 
the sick and ailing—to take human life in their 
hands? These are the crucial questions raised 
in H. B. 293, For an Act in Relation to the 
Practice of Osteopathy, the aim of which is 
plainly to grant special privilege by reducing 
in favor of osteopaths only the standards of the 
Medical Practice Act. 

The heart and purpose of this bill are ex- 
pressed in 8 lines. Sec. 4, lines 1-4, read as 
follows : 

“None of the functions, powers or duties 
vested in the Department of Registration and 
Education by this act shall be exercised except 
upon the action and report in writing of an 
Examining Committee which shall be composed 
of five reputable osteopathic physicians .. .”. 

Lines 3-6 in Sec. it declare that 

“Any rights or privileges granted or duties 
conferred under the laws of this State upon 
medical practitioners who are licensed to prac- 
tice medicine in all its branches shall include 
and apply with equal effect to osteopathic physi- 
cians licensed under the provisions of this Act.” 

Here, clearly, is a request that osteopaths be 
granted the special privilege of (1) practicing 
medicine and surgery in all ts branches with- 
out qualifying under the Medical Practice Act 
and also the privilege of (2) being their own 
judge and jury as to fitness for the responsibili- 
ties of using the knife and prescribing drugs. 
They ask for an examining board entirely of os- 
teopaths with power to dictate the functions of 
the Department of Registration and Education 
with reference to osteopathy. 
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Reasons given for asking special privilege.— 
The reasons given by osteopaths for this request, 
as set forth in a pamphlet entitled “The Need - 
for a Modern Law in Illinois,’ which has been 
distributed among all members of the General 
Assembly, are that (1) Illinois is one of only 
five States which deny osteopaths recognition 
on the Medical Examining Board, (2) that osteo- 
paths have been discriminated against by the 
Department of Registration and Education in 
Illinois, and (3) that the training of osteopaths 
justifies equality with physicians licensed to 
practice medicine in all its branches. Official 
records, open to anyone who cares to consult 
them, show that neither of these contentions is 
valid. The facts as established by official rec- 
ords, relating to each of these three principal 
contentions are set forth below. 

Osteopath now on ‘examining committee.— 
Concerning recognition, let it be said that an 
osteopath, Dr. O. C. Foreman of Chicago, has 
been attached to the Illinois Medical Examining 
Board for many years, giving the examination 
in osteopathy required of applicants for an osteo- 
pathic license. He attends all meetings of the 
Board that have to do with licensure, This 
plainly gives the osteopathic profession official 
recognition. 

100% Osteopathic Applicants Were Licensed 
in 1938.—As to discrimination, the official rec- 
ords of the Department of Registration and Edu- 
cation show that during 1938, a license to prac- 
tice osteopathy in Illinois was granted to every 
applicant, a total of 32, who applied to the Medi- 
cal Examining Board for examination, favorable 
action of 100% on the part of the Board. 

Of the 32 licenses granted, 25 were given on 
the basis of examination and 7 on the basis of 
reciprocity. License to practice osteopathy was 
granted at each of the four regular meetings of 
the Board, 1 in January, 2 in April, 27 in June 
and 2 in October. These facts from the official 
records manifestly disclose no trace of discrim- 
ination against osteopaths. 

Evidence of Limited Training of Osteopaths. 
—With respect to training, the crux of the whole 
matter and of overshadowing importance to the 
sick and ailing, let the latest catalog of the 
Kirksville College of Osteopathy, the largest 
osteopathic school in the country, and the latest 
catalog of the Medical College of the University 
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of Illinois be the guide to a fair and honest con- 
clusion. The Kirksville catalog shows approxi- 
mately 200 senior students and on page 35 lists 
a faculty of one professor and three assistant pro- 
fessors. Only one of these four claims an M.D. 
degree, and he an eye, ear, nose and throat 
specialist, but his name appears neither on the 
list of physicians practicing in Kirksville, Mo., 
nor in the 1938 edition of the American Medi- 
cal Directory. Furthermore, the city of Kirks- 
ville has a population of less than 10,000, seri- 
ously limiting the volume of clinical material for 
instructional demonstration and experience for 
osteopathic students. The text books listed in 
the Kirksville catalog, moreover, with the ex- 
ception of those relating entirely to osteopathy, 
are the standard text books used in medical col- 
leges generally. Thus there are at Kirksville 
College of Osteopathy about 50 senior students 
per faculty member who must be severely limited 
in clinical material for teaching purposes and 
who depends upon text books instead of training 
and experience in surgery and the prescribing 
of drugs. 

Training at Illinois University Medical Col- 
lege.—At the Medical College of the University 
of Illinois, on the other hand, there are about 
160 senior students and a faculty of more than 
50 in the department of surgery alone. All of 
these faculty members are recognized, compe- 
tent surgeons, many enjoy national reputations 
and several are authors of standard text books 
on surgery. The situation is similar in the other 
departments. An abundance of clinical material 
from Chicago and vicinity is always available 
for demonstration and for the experience of med- 
ical students under competent supervision. All 


of the other Grade A Medical Colleges in Illinois, 
moreover, offer teaching facilities equivalent to 
those at the medical college of the University of 
Illinois. 

Rapid Advancement in Medical Science.— 
Both surgical procedures and the use of drugs 
for the prevention and care of human ailments 
have developed with amazing rapidity within the 
last decade, The practice of surgery and the 
prescription of drugs require the ultimate in 
training, skill and knowledge if sick people or 
those threatened are to be benefited rather than 
injured by medical care. Such drugs as sulfan- 


ilamide, for example, are astonishingly beneficial 
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or highly dangerous, depending upon the cir- 
cumstances under which they are given. 

The maintenance of reasonably high standards 
in medical practice make it imperative, there- 
fore, to require of applicants for license to prac- 
tice surgery and medicine in all its branches a 
more technical and exhaustive examination than 
of applicants for the practice of osteopathy and 
other drugless professions. 

Chicago Now the Medical Vienna.—Funda- 
mentally, the proposal of H.B. 293 is to lower 
the standards of medical practice in Illinois by 
granting special class privilege at a time when 
this State is rapidly becoming the outstanding 
center of medical education in the world. Chi- 
cago has already assumed the enviable world- 
wide reputation in the field of medical science 
and education that was once enjoyed by Vienna. 
The unexcelled teaching and clinical facilities in 
Chicago are already attracting physicians from 
all parts of the world for post graduate study 
and observation. 

Medical Leadership Requires Defeat of H.B. 
293.—Adoption of the proposal in H.B, 293 
would be, therefore, a distinct step backward for 
Illinois. Falling in line with other States in 
this respect smacks of imitation instead of lead- 
ership. From every reasonable consideration of 
the public and of the science of medicine, H.B. 
293 ought to be defeated. 

J. R. Neal, M.D., Chairman 
Legislative Committee. 





DO YOU WANT YOUR DOCTORS CHOSEN 
AND THEIR MEDICAL SERVICE CON- 
TROLLED BY THE KIND OF MEN 
THAT HANG AROUND THE 
COURT HOUSE? 


An editorial in America’s Future, November, 
1939, says of socialized medicine: Shall we 
turn medicine over to politics? Shall we make 
doctors and surgeons into politicians, or men 
dependent on politicians? Shall we degrade a 
great profession and the service it renders? 
These are some of the questions which the drive 
for socialized medicine is bringing to the fore. 
No doubt the profession of medicine is like most 
other professions in need of improvement. But 


is improvement to be found in control of medi- 


cine by the state? 


American doctors seem to have done a really 
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fine job. They have diminished the general 
death rate very rapidly as well as the special 
death rates for such common and _ heretofore 
deadly diseases as diphtheria, scarlet fever, small- 
pox, typhoid and tuberculosis. In fact, they 
lead the world in control of such diseases. In 
the last fifty years the expectancy of life has 
been more than doubled in our country. 

On the other hand, in countries where social 
medicine has been provided by a state, progress 
has been slower. 

A fair conclusion seems to be that the reforms 
required in medicine will be achieved more ef- 
fectively and cheaply, and with far better re- 
sults measured in human welfare, by keeping 
medicine out of the hands of politicians, who 
presumably would include it, as they have in- 
cluded relief, in a sordid game of patronage, 
graft and personal aggrandizement. 

One might rather bluntly sum up the question 
hy asking—do the people want to pay from half 
a billion to a billion more taxes each year in 
order to have their doctors chosen and _ their 
medical service controlled by the kind of men 
that hang around the courthouse? 





IS IT NOT HYPOCRISY FOR THE GOV- 

ERNMENT TO CHARGE AND PROSECUTE 

ONE GROUP UNDER ANTI-TRUSTS LAWS 

AND AT THE SAME PROTECT ANOTHER 

GROUP WITH LAWS WHICH FURTHER 
IT AS A MONOPOLY ? 


The Chicago Journal of Commerce, August 3, 
1938, in an incisive comment on the Govern- 
ment’s action in prosecuting the A. M. A. with 
being a monopoly under the title “Medical Mo- 
nopoly” says: 

“While not agreeing with Assistant Attorney 
General Thurman Arnold, who knows more 
things that ain’t so than does Secretary Wal- 
lace, yet even an airing of a healthy situation 


can do a lot of good. If the American Medical 


Association has nothing to cover up, and if it is ' 


proved that the probe of the department of jus- 
tice is based on false assumptions, the Associa- 
tion’s prestige will be increased by the airing. 
(Italics ours.) 

All of this is said, however, on the assumption 
that the Association will get its day in court 
and be treated fairly by the probers. As much 
cannot be said of the probes conducted up to 
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date. . However, the Medical Association is in 
vigorous hands and there is nothing to prevent 
them from taking their case to the people. 

In their favor is the fact that the public is 
getting tired of these mass attacks and these 
mass prosecutions. ‘They no longer have the 
news appeal they had at the beginning. The 
people are demanding the truth in simple form 
and the Association should waste no time in 
presenting its case. 

By the same token, however, the medical pro- 
fession of the country should examine its affairs 
with a magnifying glass and leave no stone un- 
turned to make sure that it is doing all that it 
can to meet the needs of modern society. As 
we pointed out here the other day, discussing 
chain stores versus co-operatives, if the co-opera- 
tives really and actually perform a service more 
beneficial and more economical to the largest 
number than any other form, the co-operative 
is on the way in. No amount of resistance can 
stop it. Likewise, if it doesn’t serve as well as 
the existing system, all of the Thurman Arnolds 
and all of the government probes and all the 
machinery of the co-operatives with their exemp- 
tions and privileges cannot permanently displace 
the existing system. 

But wouldn’t you think the bright young men 
who are running things temporarily at Wash- 
ington would occasionally reflect on the trouble 
they may be making for themselves by their 
inconsistencies? The service of a doctor is not 
regarded as “labor” in the customary sense. And 
yet, unless you make an arbitrary decision as to 
its meaning, a group of doctors who enforce con- 
ditions on their employers through collective 
action are in truth doing only what a labor un- 
ion does. It is difficult to see how the govern- 
ment can charge one group with being a mo- 
nopoly and prosecute it under anti-trust laws 
and at the same time protect the other with laws 
which further it as a monopoly. (Italics ours.) 

Back in 1934 there appeared a strip cartoon 
showing the New Deal in the role of a juggler 
who, while keeping six or seven balls in motion, 
was being handed additional balls from time to 
time. Eventually he missed one ball and all 
feel to the floor. 

The monopoly charge against the doctors, be- 
cause it grows out of an expenditure made by 
the HOLC—which congress did not authorize— 
to set up a health co-operative for government 
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employes, may turn out to be the fatal “one too 
many” balls, (Italics ours.) Labor cannot af- 


ford to have any legal precedents established 
making collective action amendable to anti-trust 


\aws.” 





VERMONT WANTS NO PART IN ANY 
PLAN WHICH WOULD PERMIT PO- 
LITICAL SELECTION AND DI- 
RECTION OF DOCTORS BY 
THE GOVERNMENT 
Giovernor Aiken, in his message to the Ver- 
mont State Legislature, January 5, 1939, said: 
We recognize that many people who should be 
getting medical care or hospitalization are not 
now receiving it. It is also an accepted fact 
that much improvement could be brought about 
through co-operative efforts by communities or 

on a state-wide basis, 

There may be federal legislation concerning 
health insurance. Vermont wants no part in 
any plan which would permit political selec- 
tion of doctors or the direction of their activi- 
ties by the government. But we ought to be 
ready to co-operate either among ourselves, with 
the people of other states or with the federal 
government on any plan providing for co-opera- 
tive and voluntary efforts to promote better 
health among our citizens. 

Hospitals, doctors and laymen in Vermont 
are all working towards this end. It may be 
that some plan will be devised before this leg- 
islature adjourns that will appear practicable 
and will permit the broadening of our present 
sporadic efforts to a statewide basis. If such 
a plan is devised and legislation appears neces- 
sary to make it effective, I hope such legislation 
will be enacted. 





CAN IT BE AN INDICATION OF RETURN- 
ING SANITY IN GOVERNMENT? 


The Westchester Medical Bulletin, February, 
1939, comments as follows on Governor Leh- 
man’s message to the New York Legislature: 

“T believe,” said Governor Lehman of health 
insurance, in his most recent message to the 
Legislature, “it is our duty to recognize the great 
interest the medical profession has in this entire 
subject.” 

We believe the Governor is telling a cockeyed 
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world ! 
recognizer !! 
commit itself to any large expenditure (on 
health insurance) unti) after a thorough survey 
by a commission consisting of public health ex- 
perts, legislators, and representatives of the med- 
ical profession. 

The recognition hy the State’s Chief Kx- 
ecutive of medicine’s interest in this subject is 


He is, in our opinion, a 100 per cent. 
He asks the Legislature not to 


almost uncanny in its penetration to the heart 
of a matter which has seemed to many obscure, 
immaterial and irrelevant. Can it be an indi- 
cation of returning sanity in government? Could 
it possibly presage the dawn of a new day; a 
day when—Hallelujah !—legislators might just 
conceivably perceive in that dawn’s early light 
the great and enduring truth that The Health 
of the People Is the Direct Concern of the 


Medical Profession? 





Correspondence 


ARE YOU LICENSED TO PRACTICE 
BOTH LAW AND MEDICINE? 


Boston, Mass., Feb. 16, 1939. 
To the Editor: 

I am being impressed with the number of 
professional men who hold degrees as Doctors 
of Medicine and who also have received degrees 
from accredited law schools and are admitted to 
practice before the several courts of their states 
and country. 

An effort is being made to secure and list all 
persons who possess the rights to practice medi- 
cine and law and who hold unrevoked licenses 
to engage in these two professional activities. 
The information is not obtainable from medical 
or law directories. 

An appeal is therefore being made that per- 
sons holding the right to practice medicine and 
law send their name, address, and data pertain- 
ing to their education in medicine and law to 
the undersigned. It will be appreciated also if 
a statement is included as to whether full time 
is devoted either to law or to medicine or whether 
the person engages in the practice of both pro- 
fessions. 

American Medico-Legal Association, 
Frederick C. Wannshuis, M. D., 
President and Editor-in-Chief, 
137 Newbury Street, Boston. 
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ILLINOIS STATE MEDICAL EDITORS’ 

ASSOCIATION 

The first annual banquet and meeting of the 
Mlinois State Medica) Editors’ Association will 
be held in connection with the annual meeting 
in Rocktord on Tuesday evening, May 2, 1939, 
at 6:00 o’clock. Medical editors, members of 
hoards of censors, and business managers from 
the Central States have been invited to attend 
this meeting. 

Dr. Emil Z. Levitin, Suite 616, Jefferson 
Building, Peoria, as general chairman for this 
group, is arranging a suitable program, which 
will be published in full in the April Tunimois 
MEDICAL JOURNAL. 

Reservations for the banquet should be made 
before April 30 with Dr. Levitin; tickets for the 
banquet and meeting will be $2.50. Dr, Ken- 
neth H. Schnepp of Springfield, president of the 
Association, will act as toastmaster. Officers for 
the next year will be elected at the meeting, and 
a program of work outlined by Dr. George W. 
Dryer of Moline, secretary of the Association, 
will be presented, 

Charter members include the Peoria Medical 
News, Adams County Medical Bulletin, Rock 
Island County Medical News, and the Bulletin 
of the Sangamon County Medical Society. The 
Evanston Branch of the Chicago Medical Society 
and the Bulletin of the St. Clair County Med- 
ical Society have applied for membership in the 
Association. So far as is known, this is the only 
group of its kind which strives to improve med- 
ical journalism for county medical societies, 

All physicians who are interested m this work 
are urged to attend the banquet and meeting on 
the evening of May 2, 1939, at Rockford. 





THE SCIENTIFIC EXHIBIT 
ROCKFORD MERTING 


AT THE 

From the applications already at hand, it ap- 
pears that the Scientific Exhibits at Rockford 
will be of great interest and most instructive. 
It was at the last Rockford meeting that your 
Committee was for the first time functioning, 
and the 1939 exhibit will show how much it has 
been able to accomplish in, five years. The ex- 
hibit this year will occupy the garage adjoining 
the Faust Hotel and opening off its lobby, the 
lobby itself and available space on the mezzanine 
floor. 
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The awards in the Scientific Exhibit and in 
the Hall of Health will be made by a special 


committee on awards. 


Committee on Scientific Exhibits: 
J. S. Templeton, 


Paul Harmon, 


N. S. Davis, LI. 





THE HALL OF HEALTH AT THE 
ROCKFORD MEETING 
The Council has decided to arrange for the 


second time a Hall of Health containing exhibits 
for education of the public. At Rockford, the 
Hall of Health is to be located in the new Arm- 
ory which is situated across the river, several 
blocks away from the Faust Hotel, 

The Armory furnishes an ideal site for such 
exhibits and also much more space than was 
available last year. Many who exhibited last 
year will exhibit again and new and more ex- 
tensive exhibits have been obtained. 

To promote interest in the Hall of Health an 
essay and poster contest for pupils in the grade 
and junior high schools of the area has been ar- 
ranged, Cash awards and certificates of merit 
will be awarded to the winners. The posters will 
be exhibited in the Hall of Health and proper 
publicity will be given to the winning essays. 
The topic for these contests is “The Family 
Doctor.” 

The usual silver and bronze medals and cer- 
tificates of merit will also be awarded for the 
best exhibits in the Hall of Health. 


Committee on Hall of Health: 


R. R. Ferguson Tom Jones 
Jean McArthur H. E. Landes 
E. B. Bay Harold J. Noyes 
C. C. Clay N.S. Davis, ITT. 





PNEUMONIA CONTROL 
Dear Doctor: 

Pneumonia ranks third as a cause of death. 
The State of Illinois has inaugurated a control 
program aimed at the reduction of mortality 
from this cause. 

The Illinois Department of Public Health has 
approved laboratories in various parts of the 
state where rapid, accurate bacteriologic diag- 
nosis of pneumonia cases may be obtained and 
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is providing, without cost, serum for Types [, 
II, IV, V, VII, and VIII. 

Bacteriological specimens must be typed by an 
approved laboratory. On receipt of the labora- 
tory gs, serum will be issued by one of 
five designated serum centers. The location of 
these laboratories and distributing centers is 
Containers for the 


findings 


shown in the enclosed list. 
collection of sputum may be obtained at regular 
state distributing points for biological supplies 
and at the approved typing stations. 

The complete regulations governing free dis- 
tribution of antipneumococcic serum are en- 
closed. Your co-operation is solicited. 

The effectiveness of antipneumococcic serums 
in combating pneumonia has been amply demon- 
strated. If the physician will make full use of 
the control measures now at his disposal, he will 
aid materially in reducing the death rate of 
this serious disease. 

Yours very truly, 
A. C. Baxter, M. D., 
Acting Director, 
Department of Public Health. 





REGULATIONS GOVERNING FREE DISTRIBU- 
TION OF ANTIPNEUMOCOCCIC SERUM BY 
ILLINOIS STATE DEPARTMENT 
OF PUBLIC HEATLH 


1. Bivalent horse serums of Types I-II, V-VII, 
and IV-VIII will be supplied without cost to the 
patient. 

2. One hundred thousand (100,000) units of serum 
will be issued for Types I, IV, V, VII and VIII and 
two hundred thousand (200,000) units for Type II 
cases. The physician should request a larger amount 
of serum in cases of multiple lobe involvement, bac- 
teremia, pregnancy or the puerperium and age _ be- 
yond 40. 

3. In order to obtain serum, the sputum or other 
specimen from the pneumonia patient must have been 
typed in a laboratory approved by the Illinois Depart- 
ment of Public Health of pneumococcus typing. 

4. A request for antipneumococcic serum and bac- 
teriological examination must be filled out on the 
official form provided and must accompany the speci- 
men submitted to the laboratory. 

5. Because of the emergency involved, the speci- 
men should be presented by the physician or by a mes- 
senger who will wait for the typing to be done and 
then take the laboratory report together with the orig- 
inal request card to the nearest serum center for issue 
of the appropriate serum. 

6. Only that type of serum will be issued which cor- 
responds to the type of pneumococcus found. 
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7. The patient must have had pneumonia less than 
96 hours at the time of submission of specimen. 

8. By availing himself of the pneumococcus typing 
service offered, whether serum is actually used or 
not, the physician obligates himself to submit a Physi- 
cian’s Pneumonia Case Report on a blanket supplied by 
the typing laboratory. 

9. The physician is required to report all cases of 
pneumonia to the local Health Department in the usual 
manner, by telephone or on a communicable disease 
morbidity report card. 

10. All unusued vials of serum should be promptly 
returned to the serum center from which obtained. 


APPROVED LABORATORIES—CHICAGO 
METROPOLITAN AREA 
Laboratories Approved by the Illinois Department of 
Public Health for Pneumococcus Tying and 
Centers Designated for the Free Distribu- 
tion of Antipneumococcic Serums 
All serum centers are equipped to render 24-hour 
service for pneumococcus typing and serum distribu- 
tion. State Branch Laboratories and local Departments 
of Health will do typing without cost. Other labora- 

tories will charge their regular fee. 


NorTHERN DISTRICT 


Serum Center and Typing Station 

1. Evanston Health Department, 1806 Maple Avenue, 
Evanston. 

2. Evanston Hospital, 2650 Ridge Avenue, Evanston. 

Typing Stations 

3. Victory Memorial Hospital, 1224 Sheridan 
Waukegan. 

4. Edgewater Hospital, 5700 North Ashland, Chicago. 


Road, 


CENTRAL DISTRICT 


Serum Center and Typing Station 
Branch Laboratory, Ill. Dept. of Public Health, 
1800 West Fillmore, Chicago. 

Typing Stations 

Chicago Board of Health, City Hall, 121 North 
LaSalle, Chicago. 
Passavant Memorial Hospital, 303 East Superior 
Street, Chicago. 
Presbyterian Hospital, 
Chicago. 
Research & Educational Hospital, Polk and Wood 
Streets, Chicago. 
Cook County Hospital, 1828 West Polk Street, Chi- 
cago, Illinois. 
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> 


1753 West Congress St., 
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SouTHERN DIstRIcT 
Serum Center and Typing Station 
Billings Memorial Hospital, 950 East 59th Street, 
Chicago. 


_ 


Typing Stations 
St. Luke’s Hospital, 1439 South Michigan Avenue, 
Chicago. ; 
Michael Reese Hospital, 2900 Ellis Avenue, Chicago. 
Mt. Sinai Hospital, 2750 West 15th Place, Chicago. 
St. Anthony dePadua Hospital, West 19th and South 
Marshall Blvd., Chicago. 
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6. Chicago Memorial Hospital, E. 33rd & S. Lake 
Park Avenue, Chicago. 

. Englewood Hospital, 6001 South Green Street, Chi- 
cago. 


~_ 


WESTERN DISTRICT 


Serum Center and Typing Station 
1. Oak Park Health Department, Euclid Avenue and 
Lake Street, Oak Park. 
2. West Suburban Hospital, 518 North Austin Blvd., 
Oak Park. 
Typing Stations 
3. Westlake Hospital, 612 North 12th Avenue, Mel- 
rose Park. 
4, Oak Park Hospital, 525 Wisconsin Avenue, Oak 
Park. 
List as of February 4, 1939. Revised lists will be 
issued as additional typing stations are approved. 


DIRECTIONS FOR COLLECTING SPUTUM 


1. Care should be taken that the specimen raised 
by coughing is pulmonary exudate, not nasopharyngeal 
secretion or saliva, and that it is examined within two 
hours following expectoration by the patient. 

2. The specimen should consist of approximately a 
teaspoonful collected in a container that is clean, pref- 
erably sterile, and free from antiseptics and preserva- 
tives. 

3. If there is difficulty in obtaining sputum, the fol- 
lowing procedures are recommended: strapping the 
chest to prevent pleural pain while coughing; turning 
the patient on the healthy side with head low, fol- 
fowed by percussion over affected side; irritation of the 
pharynx with a swab to induce retching; or a hot drink 
may promote expectoration. 

4. In the absence of a satisfactory specimen of spu- 
tum, aspiration of the trachea with a soft rubber cath- 
eter may suffice. If not, mucus may be swabbed from 
the back of the throat during the act of coughing. 

5. Specimens should be collected either by the phy- 
sician or nurse and not left to some member of the 
family. 

6. It is urged that blood cultures be taken in all 
cases in which a presumptive diagnosis of pneumonia is 
made, for the purpose of checking the type and deter- 
mining the dosage of serum. 





VETERAN’S SERVICE COMMITTEE 
DINNER 
PRELIMINARY PROGRAM 


1, Presentation of Colors. 
Commander Rockford 
Post. 
2% Bugle: To the Colors. 
3, Expansion of the Medical Idea in Veteran 
Organizations. 
Dr. Overton Brooks, 
Commander Medical Post. 
Lt. Commander M. C. Naval 


American Legion 


teserve. 
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4. Remarks: 
Edward Clamage, 
Commander Department Illinois Amer- 
ican Legion. 
5. Remarks: 
Col. Robt. C. Bourland. 
Moment of Silence 
Retirement of Colors. 





ACTIVITIES OF WOMAN’S AUXILIARY TO 
THE ILLINOIS STATE MEDICAL SOCIETY 


County News—Sangamon County Auxiliary held a 
Laity Meeting, February 13th, at the Abraham Lincoln 
Hotel. Dr. G. Henry Mundt of Chicago spoke on 
“Socialized Medicine.” 

Vermilion County Auxiliary held their February 
mecting at the Hotel Walford. Dinner was followed 
by the business meeting. A skit concerning parliamen- 
tary law was presented. Mrs. George Cass was in 
charge of the program. An open meeting is to be held 
April 4 in conjunction with Health Week. 

The State Board met January 28th at the Palmer 
House in Chicago in all day session. Mrs. William 
Raim presided. 

St. Clair County planned an enjoyable meeting for 
February. The speaker, Miss Moeller, the subject 
“Interior Decoration.” The March meeting is to in- 
clude a report on current legislation by Mrs. Harvey 
S. Smith and the speaker Dr. E. C. Taylor, reading 
three Irish plays. 

Cook County members and guests attended a lunch- 
eon meeting February ist. Dr. John R. Neal of Spring- 
field, chairman of the Illinois State Medical Society, 
spoke on the “Current Legislative Problems.” The 
March meeting is a membership tea. Every member is 
urged to bring a guest, a physician’s wife not a member 
of the Auxiliary at present. Mrs. Raim will make a 
short talk on the Auxiliary. Mr. Raim is State Presi- 
dent. 

Convention Ahead! 

The Woman’s Auxiliary to the Illinois State Medical 
Society will meet in convention May 2nd and 3rd at 
Rockford. Mrs. Fringer is local chairman and Mrs. 
H. J. Dooley of Cook County auxiliary chairman. A 
complete program will be printed later. Watch the 
JOURNAL. 

Presidents of organized counties in Illinois are as 
follows: 

Adams—Mrs, R. A. Harris, Quincy. 

Bureau—Mrs. M. A. Nix, Princeton. 

Coles-Cumberland—Mrs. C. D. Swickard, Charleston. 

Cook—Mrs. Frank G. Murphy, Chicago. 

Douglas—Mrs. Myron Boylson, Tuscola. 

Kane—Mrs. Charles Potter, St. Charles. 

Knox—Mrs. W. Forrester Maley, Galesburg. 

Livingston—Mrs. B. A. Richardson, Emington. 

Marion—Mrs. H. O. Williams, Centralia. 

McLean—Mrs. Gordon Schultz, Bloomington. 

Perry-Randolph—Mrs. Ralph May, Chester. 
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Rock Island—Mrs. Paul Youngberg, Rock Island. 
Sangamon—Mrs. O. E. Ehrhardt, Springfield. 
St. Clair—Mrs. H. M. Varis, East St. Louis. 
Vermilion—Mrs. E. F. Dietrich, Fithian. 
Warren—Mrs. C. O. Burgess, Monmouth. 
Will-Grundy—Mrs. H. V. Wadsworth, Joliet. 
Woodford—Mrs. E. Pearson, Eureka. 
Crawford—Mrs. A. L. Lowe, Robinson. 

Mrs. C. Orts SmitH, Chairman of Publicity. 





SECTIONAL MEETING OF THE AMERICAN 
COLLEGE OF SURGEONS 


A Sectional Meeting of the American College of 
Surgeons will be held in Indianapolis, Indiana, with 
headquarters at the Claypool Hotel, on March 22, 23, 
and 24, 1939. The following states will participate: 


Indiana Ohio 
Illinois Wisconsin 
Michigan Iowa 


The Committee on Local Arrangements, which is 
making plans for an exceptionally interesting meeting 
has for its officers: Dr. Carl H. McCaskey, Chair- 
man, Dr. Cleon A. Nafe, Vice Chairman, and Dr. Jacob 
K. Berman, Secretary. A general outline of the pro- 


gram is as follows: 
nechtntinetell 


Wednesday, March 22 

8 :00-9 :00—Registration and general information for 
Fellows of the College, hospital representatives, and 
guests. 

9:00-11:00—Operative and  non-operative 
general surgery and the surgical specialties. 

10 :00-12 :30—Hospital conference. 

11 :30-12 :30—Midday panel discussions. 

12 :30-2 :00—Inspection and study of educational and 
scientific exhibits. 

2:00-4 :30—Clinical assembly. 

2:00-5 :00—Hospital conference. 

2:30-4:30—Medical motion pictures, eye, ear, nose 
and throat surgery. 

4:30-5 :00—Meeting of Fellows. 


clinics ; 


5 :00-5 :30—Meeting of the State Executive Commit- ~ 


tees, State Credentials Committees, and State Judiciary 
Committees. 

5 :00-6 :00—Inspection and study of educational and 
scientific exhibits. 

6 :30-8 :00—Medical motion pictures, general surgery. 

8 :00-10 :00—Scientific meeting, general surgery. 

8 :00-10 :00—Medical motion pictures, eye, ear, nose 
and throat surgery. 

8 :00-10 :00—Hospital round table conference. 


Thursday, March 23 

8 :00-9 :00—Registration and general information for 
Fellows of the College, hospital representatives, and 
guests. 

9 :00-11 :00—Operative and non-operative clinics; gen- 
eral surgery and the surgical specialties. 

10 :00-12 :30—Hospital conference. 

11 :30-12 :30—Midday panel discussions. 
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12:30-1:30—Inspection and study of educational and 
scientific exhibits. 

12 :45-2 :00—Luncheon, Governors of the College. 

1 :30-2 :30—Medical Motion pictures: 1. General surg- 
ery. 2. Eye, ear, nose and throat surgery. 

2:00-5 :00—Hospital conference and demonstrations. 

2:30-5 :00—Clinical assembly. 

5 :30-6:00—Inspection and study of educational and 
scientific exhibits. 

6 :30-8 :00—Dinner. 

8 :00-10 :00—Scientific meeting, general surgery. 

8 :00-10 :00—Scientific meeting, eye, ear, nose and 
throat surgery. 

8 :00-10 :00—Hospital motion pictures. 

Friday, March 24 

8 :00-9 :00—Inspection and study of educational and 
scientific exhibits. 

9 :00-11 :00—Fracture clinic. 

9 :00-11 :00—Operative and non-operative clinics, eye, 
ear, nose and throat surgery. 

10 :00-12 :30—Hospital conference, panel discussion. 

11 :00-12 :00—Conference of State Fracture Commit- 
tees. 

11 :30-12 :30—Midday panel discussions. 

12 :30-2 :00—Inspection and study of educational and 
scientific exhibits. 

1 :30-2:30—Medical motion pictures, eye, ear, nose 
and throat surgery. 

2 :00-5 :00—Hospital conference, panel discussion. 

2:30-4 :30—Cancer clinic. 

2:30-5 :00—Scientific meeting, panel discussion, eye, 
ear, nose and throat surgery. 

8 :00-10 :00-—Medical motion pictures, general surgery. 

8 :00-10 :00—Public meeting—Conservation of Health. 

There will be present a number of distinguished visit- 
ing surgeons from various parts of the country who 
will address the sessions, and among these are: Dr. 
Howard C. Naffziger of San Francisco, president of 
the American College of Surgeons; Dr. George Crile 
of Cleveland, chairman of the Board of Regents; Dr. 
Frank E. Adair of New York, Attending Surgeon, 
Memorial Hospital; Dr. Frederic W. Bancroft of New 
York, Associate Professor of Clinical Surgery, Colum- 
bia University College of Physicians and Surgeons; Dr. 
George H. Gardner of Chicago, Assistant Professor of 
Gynecology, Northwestern University Medical School, 
and others. 

In addition to the operative and non-operative clinics 
in general surgery and the surgical specialties which 
are, as is customary at these sectional meetings, sched- 
uled on each of the three mornings in local hospitals, 
there will be clinical assemblies held at the Claypool 
Hotel. Panel discussions have been arranged from 
11:30 to 12:30 o’clock on each of the three days. The 
subjects of these will be: End Results in Gall Bladder 
Surgery; Evaluation of Cancer Therapies ; Some Phase 
of Thoracic Surgery; Reduction in Mortality of Ap- 
pendicitis; Hypertension and Its Surgical Aspects; 
Abnormal Uterine Bleeding; Effects of Obstruction in 
the Urinary System on Infection; Toxemias of Preg- 
nancy with Special Consideration of Their Ultimate 
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Effects on the Patient; and Medical and Surgical 
Aspects of Peptic Ulcer with Special Reference to 
Hemorrhage. 

There will also be a hospital conference, consisting 
of papers, panel discussions, round table conferences, 
and demonstrations dealing with administrative and 
professional problems in hospitals. In addition, a highly 
interesting and instructive program of medical motion 
pictures will be shown daily, covering surgical technique 
and other phases pertaining to general surgery, eye, ear, 
nose and throat surgery, and the other specialties. Spe- 
cial attention is directed to a fracture clinic on the 
morning of Friday, March 24, and to a cancer clinic in 
the afternoon of the same day. The meeting will close 
with a session open to the public on the subject of 
Conservation of Health. 

Graduate training for surgery and the surgical spe- 
cialties will be discussed at both the hospital and 
surgical sessions. 

The medical profession at large, as well as hospital 
trustees, superintendents, nurses, and other hospital de- 
partmental personnel, will be interested in this meeting, 
at which there will be no registration charge. Members 
of the State Medical Association are most cordially in- 
vited to attend. 


ANNUAL SPRING CLINIC OF THE 
JOSEPH CLINICAL SOCIETY 


The St. Joseph Clinical Society will hold its eighth 
annual spring clinic on March 28th and 29th, at the 
Hotel Robideaux, St. Joseph, Mo. There will be no 
registration fee. The purpose of the meeting is to 
offer a concentrated post-graduate course in recent 
advances in clinical medicine and surgery as interpreted 
by eminent clinicians who will be our guest speakers. 
The St. Joseph Clinical Society extends a cordial invi- 
tation to all members of the medical profession who 
may wish to be our guests at this clinical gathering. 

Dr. Gershom J. Thompson: “Transurethral Pros- 
tatic Resection.” 

Dr. Q. W. Newell: 

Dr. Fred J. Taussig (round 
“Treatment of Septic Abortion.” 

Dr. F. J. Taussig: “The Co-ordination of Radium 
with Surgery in the Treatment of Cervix Cancer.” 

Dr. Willis C. Campbell: “Some Aspects of Surgery 
of the Hip Joint.” 

Dr. Heyworth N. Sanford: “Jaundice in the New 
Born.” : 

Dr. Heyworth N. Sanford (banquet) : “Some Obser- 
vations on Disturbances of Blood Coagulation.” 

Dr. August A. Werner: “The Effect of the Duct- 
less Glands in Growth and Development.” 

Dr. Ralph A. Kinsella: “The Pneumonias.” 

Dr. Walter C. Alverez: “Useful Hints in the Treat- 
ment of Indigestion.” 

Dr. Maurice C. Howard: 
Hemorrhage.” 

Dr. Morris Fishbein (noon luncheon): “American 
Medicine and the National Health Program.” 

Dr. Morris Fishbein (open public address) : 
Social Aspects of Medical Care.” 


Sf. 


“Cancer of the Uterus.” 
table discussion) : 


“Problems of Gastric 


“The 
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Dr. J. A. Myers: “Modern Methods in Diagnosis and 
Therapy of Tuberculosis.” 

Dr. Coyne H. Campbell: “Practical Points in the 
Management of Neurotic Symptoms, Inhibitions and 
Anxiety.” 

Dr. Manuel Grodinsky : 
Hand and Foot.” 


“Pyogenic Infections of the 





WHY DID JIMMY SELECT A PRIVATE IN 
PREFERENCE TO A GOVERNMENT 
HOSPITAL? 

Jimmy Roosevelt is a bright boy who has gone far 
despite, as he says, the handicap of being a President’s 
son. But, like the rest of us, he has his weaknesses. 

His are peptic ulcers. 

Recently, he had to choose a doctor. It would be 
interesting to know his thoughts in his hour of sick- 
ness. 

Did he feel, like his father, that his ulcers were a 
“public problem,” rather than a medical one? Was he 
swayed by his mother’s enthusiastic endorsement of 
Washington’s Federal health clinic? Did he rush to a 
nearby Government hospital ? 

No. 

In spite of the inconsistency, the inconvenience, and 
the expense, he hot-footed halfway across the continent 
to the Mayo Clinic, where he could secure the best of 
private care. 

We wonder if there isn’t a moral in this for Father, 
Mother, and the rest who would deny millions a privi- 
lege they reserve for themselves. 

—Exchange. 





SOCIALIZATION OF BEAUTY 


The following bit of satire taken from Clause Cal- 
lan’s column “Folks & Foibles’ Kansas City Times, 
September 29, 1938, is so in harmony with present at- 
tempt to socialize all public and private activities. If 
the present Washington trend were not so tragic, it 
would be laughable. The satire is reproduced for your 
amusement. 

“Why can’t we have government beauty parlors, with 
beauty furnished equally to all women? The govern- 
ment is planning to take charge of the health of the 
whole people, and surely no woman considers health as 
important as beauty. Under the present system of 
private ownership of beauty parlors and private manu- 
facture of beauty sauces, some women are able to buy 
all the beauty on the market, while some must be satis- 
fied with soap and water on their faces. As a result, 
some are always in the happy disposition of being beau- 
tiful enough to break up homes, while others are in 
danger of having their homes broken up. Let the gov- 
ernment take over beauty and dispense it with a lavish 
and impartial hand.”—B. Coli, Jackson County Medical 
Society Weekly Bulletin. 





THE SAMUEL D. GROSS PRIZE 
FIFTEEN HuNpbrED DOLLARS 
Essays will be received in competition for the prize 
until January 1, 1940. 
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The conditions annexed by the testator are that the 
prize “shall be awarded every five years to the writer 
of the best original essay, not exceeding one hundred 
and fifty printed pages, octavo, in length, illustrative of 
some subject in Surgical Pathology or Surgical Prac- 
tice founded upon original investigations, the candidates 
for the prize to be American citizens.” 

It is expressly stipulated that the competitor who 
receives the prize shall publish his essay in book form, 
and that he shall deposit one copy of the work in the 
Samuel D. Gross Library of the Philadelphia Academy 
of Surgery, and that on the title page it shall be stated 
that to the essay was awarded the Samuel D. Gross 
Prize of the Philadelphia Academy of Surgery. 

The essays, which must be written by a single author 
in the English language, should be sent to the “Trustees 
of the Samuel D. Gross Prize of the Philadelphia Acad- 
emy of Surgery, care of the College of Physicians, 19 
S, 22d St., Philadelphia,” on or before January 1, 1940. 

Each essay must be typewritten, distinguished by a 
motto, and accompanied by a sealed envelope bearing 
the same motto, containing the name and address of the 
writer. No envelope will be opened except that which 
accompanies the successful essay. 

The Committee will return the unsuccessful essays if 
reclaimed by their respective writers, or their agents, 
within one year. 

The Committee reserves the right to make no award 
if the essays submitted are not considered worthy of 
the prize. 

Epwarp B. Hopce, M. D., 

Caries F. Mircuett, M. D., 

CaLvin M. SmyrTH, Jr. M. D., 
Trustees. 





AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER 


Announcement of Van Meter Prize Award 


The American Association for the Study of Goiter 
again offers the Van Meter Prize Award of Three 
Hundred Dollars and two honorable mentions for the 
best essays submitted concerning original work on 
problems related to the thyroid gland. The Award will 
be made at the annual meeting of the Association, 
which will be held in Cincinnati, Ohio, on May 22nd, 
23rd and 24th, 1939, providing essays of sufficient merit 
are presented in competition. 

The competing essays may cover either clinical or 
research investigations; should not exceed three thou- 
sand werds in length; must be presented in English; 
and a typewritten double spaced copy sent to the Cor- 
responding Secretary, Dr. W. Blair Mosser, 133 Biddle 
Street, Kane, Pennsylvania, not fater than April 15th, 
1939. The Committee who will review the manuscripts 
ts composed of men well qualified to judge the merits 
of the competing essays. 

A place will be reserved on the program of the annual 
meeting for presentation of the Prize Award Essay by 
the author if it is possible for him to attend. The 


essay will be published in the annual Proceedings of 
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the Association. This will not prevent its further pub- 
lication, however, in any Journal selected by the author, 





THE ANNUAL FOUNDATION PRIZE IS ONE 
HUNDRED DOLLARS 

The American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons announces that the an- 
nual Foundation Prize for this year will be $100.00. 
Those eligible include only 1. interns, residents, or grad- 
uate students in Obstetrics, Gynecology and Abdominal 
Surgery, and 2. physicians (M. D. degree) who are 
actually practicing or teaching Obstetrics, Gynecology 
or Abdominal Surgery. 

Competing manuscripts must 1. be presented in trip- 
licate under a nom-de-plume to the Secretary of the 
Association before June 1, 2. be limited to 5,000 words 
and such illustrations as are necessary for a clear 
exposition of the thesis, and 3. by typewritten (double- 
spaced) on one side of the sheets, with ample margins. 

The successful thesis must be presented at the next 
annual (Steptember) meeting of the Association, with- 
out expense to the Association and in conformity with 
its regulations. 

For further details, address Dr. James R. Bloss, Sec- 
retary, 418 11th Street, Huntington, W. Va. 





CLINICAL WEEK AT MAYO FOUNDATION 


A special program of lectures and demonstrations in 
surgery and medicine will be held under the direction 
of The Mayo Foundation from April 11 to 15, inclusive. 
Mornings will be devoted to surgical and medical clin- 
ics. In the afternoons and evenings presentations of 
various surgical subjects will be made and symposiums 
will be conducted on heart disease, arthritis, gynecology, 
gastro-enterology, oxygen therapy, pneumonia and bron- 


chial asthma. Visiting physicians are invited to attend. 





MASS ASSAULT CAN MOVE MOUNTAINS 

“To abstain from medical activities under present 
menacing conditions is a wasteful squandering of that 
valuable asset of good teamwork at the very time when 
collaboration is absolutely vital. One does not change 
horses in the middle of the stream. When out in mid- 
ocean in a storm you do not see anybody shoving of 
in a rowboat by himself to save passenger money. 
Present conditions make mass action imperative and 
mass assaults can move mountains. Few, if any, can 
deny need for maintenance by the medical profession 
of the strongest possible organization—strong in num- 
bers, militant in spirit and untiring in its concerted 
efforts to protect the interests of the medical profession 
and in so doing the interests of the community.”— 


Charles J. Whalen. 





“Are hard-boiled eggs beneficial to a girl just over 
twenty ’” somebody asks a medical-advice column, Well 
we should think much would depend on whether she 
was going to eat them or step out with them.—Boston 
Herald. 
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ANNUAL MEETING 


Preliminary Program 


of the 


IN inety-IN inth ) Meeting 


ILLINOIS STATE MEDICAL SOCIETY 


Rockford, Illinois, May 2, 3, and 4, 1939 





PROGRAM SUMMARY 


Monday, Muay 1, 1939 


1:00 P. M.—Registration, Hotel Faust. 


Tuesday, May 2, 19389 


9:00 A, M.—Registration, Hotel Faust. 
10:00 A, M—Pre-Convention Board Meeting. 


11:00 A, M.—Round Table Discussions. 


12:30 P.M.—\Luncheon—Forest Hills Coun- 
trv Club. Mrs. William Raim presiding. Mrs. 
KE. T. Leonard, local chairman. Speakers: Mrs, 


W. R. Fringer—Address of Welcome 


(others to 
he announced), : 


2:00 P. M.—General Meeting. Invocation— 


Rev. John Gordon. Welcome—Mayor Charles 


Brown, Response, 


4:30 P. M.—tTcee at Rockford College. Mrs. 
VV. H. Wilmer and Mrs. BE. H. Quandt, local 


chairmen, 


+200 P. M.—Dinner at Rockford Woman's 
Club. Mrs. C. A. Cibelius, dinner chairman. 
Mrs. W. J, Bryan, program chairman. Mrs. J. S. 


Lundholm, style show chairman. 


Wednesday, May 3, 1939 


9:30 A, M.—Ceneral Meeting. Memorial 


Nervices—-Mrs. W. GC. Bornemeier, chairman. 


1:00 P. M.—President’s Luncheon—Rockford 
Woman's Club, Mrs, William K. Ford. chair- 
Dr. Sileyster, 


Klect American Medical Association. 
3:00 P, M—Post-Convention Board Meeting. 


+;30 P, M.—Tea at Rocktord Art Association. 


Mrs. Arthur Pearman, chairman. 


man. Speaker: Rock President- 


7:00 P. M.—President’s Dinner Dance and 


Bridge. 
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Programs of 


SPECIAL ORGANIZATIONS | 


Woman's Auxiliary Program 


A\l General Meetings and Social Activities are open to all doctors’ wives. 


SOCIAL FUNCTIONS FOR ALL LADIES 


Tuesday, May 2, 1939 





12:30 P. M.—Uuncheon at Forest Hills Coun- 
try Club, 

1:30 P.M.—Tea at Rockford College. 

7:00 P.M.—Dinner at Rockford Woman's 
Club. Program and Style Show. 

Wednesday, May 3, 1459 

1:00 P. M.—President’s Luncheon—Rockford 
Woman’s Club. 

1:30 P. M—Tea at Rockford Art Associa- 
tion. 

7:00 P. M.—President’s Dinner and Dance. 
Cards, 


Secretaries’ Confer ence 


D: DBD. Monroe, CRAIMAN «2 «6.0 0:0:0.0:0.0 6 90:04 Alton 
A. R. Brandenberger, Vice-Chairman. . Danville 
A, R, Bogue, Secretary... .ucscecevees Rochelle 


Tuesday Evening, May 2, 1939 
Hotel Faust—Rainbow Room 


6 :00—Dinner. 

1, “Cooperation of the County Secretaries 
With the Scientific Service Committee.” Robert 
S. Berghoff, Chicago. 

2. “Social Security Legislation and Its Re- 
lation to the Practice of Medicine.” W. W. 
Bauer, Chicago, 

3. “Syphilis Control in Ilinois, Its Relation 


to the County Societies.” I. H. Neece, Decatur. 


Physicians’ Association 
DEPARTMENT OF PUBLIC WELFALRE 
STATE OF ILLINOIS 


Dy: Tiss PMN. 5. do seeols Seb ae oo os President 
J. W. Klapman........... Secretary-Treasurer 


Tuesday Morning, May ?, 1939 

9 :00-12 :00 

“The Therapy of Post-Encephabitis, Especially 
the Oculo-Gyric Crisis.”” Harry I. Weiner, Dixon. 

“Pevehoses with Pernicious Anemia.” George 
A, Wiltrakis, Elgin, 

Symposium on Menta) Disorders 
Head Trauma. 

“Traumatic 
Chicago. 

“Psychotic Reaction Following Trauma.” 0, 
Louis Stemberg, E)gin. 

“Schizophrenic-Like  Psychoses Following 
Louis B. Shapiro, Elgin. 


Following 


Psychoses.” H. II. Goldstein, 


Head Injuries.” 
“Psychoses in Children.” Eugene I. Falstein, 
Chicago. 


Central States Society of Industrial 


Medicine and Surgery 


Hotel Faust 


William C. Goenne, President. . Davenport, Iowa 
John J, Grant, Vice-President. Freeport, Illinois 
Frank P. Hammond, Seeretary-Treasurer.... 
‘ <tdighnceusdeeee seid Chicago, Illinois 
Roland A, 
iG Kawase ciitaxtwarees Chicago, Illinois 


Jacobson, Program Chairman.... 


a a tte et 
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Luesday Morning, May 2, 1989 
President William C. Goenne, Presiding 
9 :D0—Regional Anaesthesia in Traumatic 
Kmery B, Netf, Moline, Discussion 
opened by James J. Valentine, Chicago. 
9:40—"Further Studies on the Application of 
Bone Plates”? Will F. Lyon, Chicago. Discus- 
sion opened by James J, Callahan, Chicago. 
10 :20—“Functional 
})isease as Seen in )ndustry.” Leroy H. Sloan. 
Chicago. Discussion opened by Roland P. Mac- 


Surgery.” 


Reflections of Organic 


Kay, Chicago. 

11 :00—“Practical Tests of Functional Capac- 
ity in Silicotics.” Elston L. Belknap, Milwau- 
Kee, Wisconsin, Discussion opened by James A, 
sritton, Chicago. 

11:40—“Tranma in the Etiology of Peptie 
Ulcer.” Chester C. Guy, Chicago. Discussion 


opened by George L. Apfelbach, Chicago. 


Tuesday Afternoon, May 2, 1939 

Joint Session with Section on Surgery. 

2:30—“Treatment of Compound Fractures.” 
Carlo 8. Scuderi, Chicago. Discussion opened 
by ENsworth Black, Jacksonville. 

“Fractures of the EYbow.” Rudolph J. Mroz, 
Rockford. Discussion opened by Edwin M. 
Miller, Chicago. 

“Pin Fixation of Fractures of the Neck of 
the Femur.” Willis J. Potts, Oak Park. Dis- 
cussion opened by James Stack, Chicago. 

“Operative Treatment of Fractures.” Paul B. 


Magnuson, Chicago. 


Meetings of the House of Delegates 
Tuesday Afternoon, May 2, 1939 


5 :00—First meeting of the House of Dele- 
gates called to order by the President, Samuel 
E. Munson, for Reports of Officers, Councilors, 
Committees, Appointment of Reference Commit- 
tees, Introduction of Resolutions, and for the 


transaction of other business which may come 
before the House, 


Thursday Morning, May 4, 1939 


9 :00—Second meeting of the House of Dele- 
gates called to order by the President for the 
Election of Officers, 
Delegates and Alternates to the American Med- 


ical Association, Reports of Reference Commit- 


Councilors, Committees, 


tees and action on same, Action on Resolutions, 
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and for the transaction of other business to 
come betore the House. 


General Sessions 





OPENING MEBTING 
Tuesday Afternoon, May 2, 


1 :00—Meeting officially opened by the Presi- 
dent. 


1939 


Invocation. 
Address of Welcome. 
Report of Chairman, Committee on Arrange- 
ments, 
1 :30—Oration in Medicine. Speaker and sub- 
ject to be announced. 
Wednesday Mormng, May 3, 1939 
11 :00—Oration in Surgery. Speaker and sub- 
ject to be announced. 
Wednesday Afternoon, May 8, 1939 
1 :30—President’s Address. (Subject to be 


announced). 8S. E. Munson, President, Illinois 
State Medical Society, Springfield. 
Thursday Morning, May 4, 1939 

Induction of the President-Klect. 
Immediately after the closing of the meeting of 
the House of Delegates, the President-Hlect, 
James H. Hutton, Chicago, will be inducted into 
the office of President of the Iinois State Med- 
ical Society by the retiring President. 

All members and guests at the meeting may 
be present at this interesting function, 


Section on Programs 
SECTION ON MEDICINE 


Rahat: Reatém< occ: coo aoes es Chairman 
E. M. Stevenson....... on AR vee Secretary 


Tuesday Afternoon, May 2, 1989 
2 :30—“Current 


Mever Brown, Chicago. Discussion opened by 
Warren G. Murray, Dixon. 


Conceptions in Epilepsy.” 


3 :00—“Differential Diagnosis of Low Back 
Pain.” Samuel J, Lang, Evanston, Discussion 


opened by James Stark, Chicago. 

(Lantern slides and movie films) 

3 :30—“‘The Role of Cevitamie Acid in Various 
Clinical Conditions.” M. A. Spellberg, Chicago. 

4 :00—“Diagnostic Data in Intestinal Tuber- 
ulosis.” Leo L. Hardt, Chicago. 








214 ILLINOIS MEDICAL JOURNAL 


4 :30—‘Gastro-Intestinal Symptoms of Up- 
per Respiratory Infections.” John F. Carey, 
Joliet. 


Wednesday Morning, May 3, 1909 
Joint Session with Sections on Surgery and 
Radiology. 
“Etiology and Differential 
({astro-[ntestinal Hemorrhage.” M. M. Mont- 


gomery, Chicago. 


Diagnosis of 


“Treatment of Hemorrhage from the Gastro- 
Intestinal Tract.” Alexander Brunschwig, Chi- 
cago. 

“Intractable Ulcers.” C. H. Drenckhahn, Ur- 
bana. 

“Perforation of the Gastro-Intestinal Tract.” 
Gatewood, Chicago. 

“The Use of X-rays in Perforation and Hem- 
orrhage of the Gastro-Intestinal Tract.” Earl R. 
Crowder, Evanston. 


Wednesday Afternoon, May 3, 1939 
2:30—Chairman’s Address. 
“The Advantages of the Physiological View 
Point in Medicine.” Robert Keeton, Chicago. 


SYMPOSIUM ON PNEUMONIA 

2 :50—“Diagnosis in the Acute Pneumonias.” 
Courtney Hamlin, Rockford. 

3:10—“General Management of Pneumonia.” 
M. Herbert Barker, Chicago. 

3:30—“Serum and Drug Therapy in Pneu- 
monia.” I. F. Volini, Chicago. 

3:50—“The Roentgen Ray in the Management 
of Pneumonia.” (Lantern Demonstration). Ed- 
win L. Rypins, Bloomington. 

4:10—“Pneumonia in Childhood.” Walter M. 
Whitaker, Quincy. 

4 :30—General 
posium. 


Discussion following Sym- 


Thursday Morning, May 4, 1939 
Joint Session with Sections on Surgery; Eye, 
Ear, Nose and Throat; Public Health and Hy- 
giene, Radiology; Pediatrics; and Obstetrics and 
Gynecology. 


PROBLEMS IN ENDOCRINOLOGY 


9:00—“The Endocrines and the General 
Practitioner.” George B. Lake, Waukegan. 

9 :20—“Influence of Hormones on Growth and 
Development.” Isaac A, Abt., Chicago. 
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9.40 — “Endocrinology in Opthalmology.” 
Klias Selinger, Chicago. 

10 :00—"Diagnostic Roentgenological Aspects 
of Endocrine Diseases.” Cesare Gianturco, Ur- 
Dana. 

10 :20—*‘Surgical Treatment of Essential Hy- 
pertension,” Loyal Davis, Chicago. 

10 :40—The Use of Progestin in Obstetrical 
Complications.” Fredrick H. Falls, Chicago. 

11 :00—‘X-ray Therapy as Applhed to the 
more common forms of Disturbance of the En- 
docrine Glands.” F. Flinn, Decatur. 


11 :20—General Discussion. 


Section on Surgery 


i TA se a beer tee sss Chairman 
Frederick Christopher ...........+.. Secretary 


Tuesday Afternoon, May 2, 1939 


SYMPOSIUM ON FRACTURES 

2 :30—“Treatment of Compound Fractures.” 
Carlo 8S. Seuderi, Chicago. Discussion opened by 
Ellsworth Black, Jacksonville. 

“Fractures of the Elbow.” Rudolph J. Mroz. 
Rockford. Discussion opened by Edwin M. Mil- 
ler, Chicago. 

“Pin Fixation of Fractures of the Neck of 
the Femur.” Willis J. Potts, Oak Park.  Dis- 
cussion opened by James Stack, Chicago. 

“Operative Treatment of Fractures.” Paul B. 
Magnuson, Chicago. (Auspices of Central States 
Society of Industrial Medicine and Surgery). 


Wednesday Morning, May 3, 1939 

Joint Session with Sections on Medicine and 
Radiology. 

“Etiology and Differential Diagnosis of Gas- 
tro-Intestinal Hemorrhage.” M. M. Montgom- 
ery, Chicago. 

“Treatment of Hemorrhage from the Gastro- 
Intestinal Tract.” Alexander Brunschwig, Chi- 
cago. 

“Tntractable Ulcers.” C. H. Drenckhahn, Ur- 
bana. 

“Perforation of the Gastro-Intestinal Tract.” 
Gatewood, Chicago. 

“The Use of X-rays in Perforation and Hem- 
orrhage of the Gastro-Intestinal Tract.” Earl 
R, Crowder, Evanston. 
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Wednesday Afternoon, May 3, 1939 


“Treatment of Acute and Chronic Osteomyeli- 


tis.” Paul H. Harmon, Springfield. Discus- 
sion opened by Howard Hatcher, Chicago. 


“Burns.” Charles L. Patton, Springfield. Dis- 


cussion opened by E. D. Wise, Champaign. 
“Peritonitis.” Karl Meyer, Chicago. Discus- 
sion opened by Marshall Davison, Chicago, 
“Surgery of the Common Bile Duct.” Warren 
Cole, Chicago, Discussion opened by J. R. Buch- 
binder, Chicago. 





Thursday Morning, May 4, 1939 


Joint Session with Sections on Medicine; Eye, 
Ear, Nose and Throat; Public Health and Hy- 
giene, Radiology; Pediatrics; and Obstetrics and 
Gynecology. 





PROBLEMS IN ENDOCRINOLOGY 


(For Program and Complete Abstracts of Pa- 
pers, See Section on Medicine.) 





Section on Eye, Ear, Nose and Throat 


i ds SE hater awawecenyunees Chairman 
Prank W,. Men@riek «<4. 0ce09 5s Secretary 





Tuesday Morning, May 2, 1939 

“Suggestive Treatment of the Maxillary Sinus 
Subsequent to Dental Surgery.” J. Sheldon 
Clark, Freeport. 

“The Contact Glass Problem.” Wm. H. 
Droegemueller, Chicago. Discussion opened by 
Theodore N. Zekman, Chicago. 

“Acute Suppurative Otitis Media and Mas- 
toiditis.” M. A. Glatt, Chicago. Discussion 
opened by Geo. T. Jordan, Chicago; Geo. J. 
Musgrave, Chicago. 

“Clinical Roentgenographic Aspects of Petro- 
sitis.”’ S. M. Morwitz, Chicago. Discussion 
opened by Gerhard Danelius, Chicago. 

“An Efficient Adjunct in the Treatment of 
Corneal Ulcers.” Watson W. Gailey, Bloom- 
ington. 





Tuesday Afternoon, May 2, 1939 


INSTRUCTION COURSES 


“Anatomy and Pathology of the Middle Ear 
Tract.” J. J. Potter, Rockford. 
“Acute Laryngeal Obstruction, Its Causes, 
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Pathology and Treatment.” Thomas C. (allo- 
way and Eustace L. Benjamin, Evanston. 


“onioscopy.” Thomas D. Allen, Chicago. 


“Concomitant Strabismus.” George Guibor, 


Ottawa. 





Tuesday Evening, May 2, 1939 
Annual Banquet of the Section. 





Wednesday Morning, May 3, 1939 

“Laryngeal Carcinoma.” lL. B. Bernheimer, 
Chicago. Discussion opened by Max Cutler, 
Chicago. 

“Glaucoma vs. Cataract.” Louis Bothman, 
Chicago. Discussion opened by Harry W. Wood- 
ruff, Joliet. 

“Closure of Post-Auricular Fistula, following 
Radical Mastoidectomy.” Harold V. Wadsworth 
and Geo. H. Woodruff, Joliet. 

“Pathology and Treatment of Otitic and 
Rhinogenic Meningitis.’ Hans Brunner, Chi- 
cago. (Guest Speaker.) 





Wednesday Afternoon, May 3, 1939 


Chairman’s Address. 

“Progress in Ophthalmology.” 
Meyer, Chicago. 

“The Upper Respiratory Revenge of the Al- 
lergic Child.” I. Harrison Tumpeer, Chicago. 
Discussion opened by Thos. C. Galloway, Evan- 
ston. 

“The Eyeground in Hypertensive and Renal 
Disease.” Bertha Klien, Chicago. 

“Plastic and Reconstructive Surgery Then 
and Now.” 

“Then.”—Jos. C. Beck, Chicago. 

“Now.”—M. Reese. Guttman, Chicago. . 


Samuel J. 





Thursday Morning, May 4, 1939 
Joint Session with Sections on Medicine; 
Surgery; Public Health and Hygiene: Radiol- 
ogy; Pediatrics; Obstetrics and Gynecology. 





PROBLEMS IN ENDOCRINOLOGY 
(For Program and Complete Abstracts of Pa- 
pers, See Section on Medicine.) 





Section on Public Health and Hygiene 





Wy iG Need Ratitess-aisd «feraralndislas te cartes Chairman 
Pe Omer oe PERI. ae Secretary 
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Tuesday Afternoon, May 2, 1939 
“Rocky Mountain Spotted Fever in Illinois.” 
Winston H. Tucker, Evanston. 
“The Pneumonia Control Program of IIli- 
H. A. Lindberg, Chicago. 


nois.” 


“Undulant Fever: Its Sources, Modes of In- j 


fection and Prophylaxis.” J. F. Shronts, Wood- 
stock. 

A review of the recent literature summarizing the 
epidemiology of undulant fever discloses considerable 
disagreement among writers on the relative importance 
of raw milk as a source of Brucellosis. 

Practical control measures for the eradication of the 
disease are discussed in the light of recent epidemiolog- 
ical and statistical studies with reference to the usual 
mode of infection as seen in the increasingly larger an- 
nual number of cases reported in Illinois. 


“Rabies Control in Illinois.” C. A. Z. Sharp, 
Springfield. 

“Audiometer Tests on 10,000 Children.” G. 
Koehler, Springfield. 


Wednesday Afternoon, May 3, 1939 

“Measles in 1938.” Archibald Hoyne, Chicago. 
(Joint paper with Section on Pediatrics). 

“Endocrine Disorders from a Public Health 
Aspect.” James H. Hutton, Chicago. 

“The Dissemination and Control of Bacillary 
Dysentery.” Louis H. Block, Chicago. 

“Tularemia.” P. A. Steele, Decatur. 

“Tmmunizations.” R. C. Farrier, East St. 
Louis. 


Thursday Morning, May 4, 1939 
Joint Session with Sections on Medicine; 
Surgery; Eye, Ear, Nose and Throat; Radiology ; 
Pediatrics; and Obstetrics and Gynecology. 


PROBLEMS IN ENDOCRINOLOGY 
(For Program and Complete Abstracts of 
Papers, See Section on Medicine). 





Section on Radiology 


Meee TA ae i Chairman 
i fe. OT er erry Secretary 


Tuesday Afternoon, May 2, 1939 
“Tuberculosis in Children.” FE. T. McEnery, 
Chicago. 
A discussion of childhood tuberculosis, emphasizing 


the importance of contact with positive cases of tuber- 
culosis present in the home, outside the immediate 
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family, such as grand-parents, maids, teachers, handy 
men, etc. The necessity of protecting such contacts by 
careful check-up with these people, with special refer- 
ence to the x-ray findings, demonstrations and slides. 

“Excretion Urography.” R. A. Arens, Chicago. 

“Roentgen Consideration of Lesions in and 
About the Larynx.” 

Diagnosis—Adolph Hartung, Chicago. 

Therapy—T. J. Wachowski, Chicago. 

The roentgen examination may disclose pathology or 
show its exact localization and extent when other 
methods may not be applicable. The findings revealed by 
it require close co-operation with the laryngologist for 
proper interpretation. Technical procedures, are de- 
scribed at length. 

The status of surgery ys. radiation is briefly pre- 
sented. Various methods of radiation therapy are men- 
tioned. The Coutard theory of roentgen therapy is 
explained, with indications, contra-indications, and rea- 
sions for success or failure. Statistics from published 
large series are given. 

Discussion opened by Paul H. Hollinger, Chi- 
cago. 

Case Reports. 

“Peanut in Bronchus.” G. M. Landau, Chi- 
cago. | ¥, 

Other cases to be announced, if you have an 
unusual or interesting case for interpretation ad- 
dress the Secretary. 


Wednesday Morning, May 3, 1939 


Joint Session with Sections on Medicine and 
Surgery. 

“Etiology and Differential Diagnosis of Gas- 
tro-Intestinal Hemorrhage.” M. M. Mont- 
gomery, Chicago. 

“Treatment of Hemorrhage from the Gastro- 
Intestinal Tract.” Alexander Brunschwig, Chi- 
cago. 

“Tntractable 
Urbana. 

“Perforation of the Gastro-Intestinal Tract.” 
Gatewood, Chicago. 

“The Use of X-rays in Perforation and Hem- 
orrhage of the Gastro-Intestinal Tract.” Earl R. 
Crowder. Evanston. 


Ulcers.” C. H. Drenckhahn, 


Thursday Morning, May 4, 1939 


Joint Session with Sections on Medicine; 
Surgery; Eye, Ear, Nose and Throat; Public 
Health and Hygiene; Pediatrics and Obstetrics 
and Gynecology. 
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PROBLEMS IN ENDOCRINOLOGY 
(For Program and Complete Abstracts of Pa- 
pers, See Section on Medicine.) 


Section on Pediatrics 





GRE LCL © LING: scans osc) ciate oho eeceree Chairman 
CRED TE no 6 Koes cca reans Secretary 


Tuesday Afternoon, May 2, 1939 

Joint Session with Section Obstetrics and 
Gynecology. 

1:30-8:00 

“Some Observations on Cerebral Hemorrhage 
In the New-Born.” Heyworth H. Sanford, Chi- 
cago. 

“Study of Maternal and Infant Mortality in 
Chicago.” Charles Newberger, Chicago. 

“The Interpedence of A Public Health Pro- 
gram To the Practice of Obstetrics and Pedi- 
trics.” Elizabeth B. Ball, Springfield. 





Wednesday Morning, May 3, 1939 
Panel Discussion on Rheumatic Fever in 
Childhood. 
| PREC EEC eE Eee Stanley Gibson, Chicago. 
Assistants. ........+ H. William Elghammer, 
Chicago; King G. Woodward, Rockford ; 
George L. Drennan, Jacksonville. 





Thursday Morning, May 4, 1939 

Joint Session with Sections on Medicine; 
Surgery; Eye, Ear, Nose and Throat; Public 
Health and Hygiene; Radiology; and Obstetrics 
and Gynecology. 

PROBLEMS IN ENDOCRINOLOGY 

(For Program and Complete Abstracts of Pa- 

pers, See Section on Medicine). 





Section on Obstetrics and Gynecology 





a Eo on kaa cedoueon vee ee Chairman 
Wc Is SN. 660 45:95 degen ase wns Secretary 





Tuesday Afternoon, May 2, 1939 
Joint Session with Section on Pediatrics. 
1 :30-3 :00 
“Some Observations on Cerebral Hemorrhage 
In The New-Born.” Heyworth N. Sanford, 
Chicago. 
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“Study of Maternal and Infant Mortality in 
Chicago.” Charles Newberger, Chicago. 

“The Interdependence of a A Public Health 
Program To the Practice of Obstetrics and 
Pediatrics.” Elizabeth B. Ball, Springfield. 





Wednesday Afternoon, May 3, 1939 

2 :30-5 :00 

“Latent Gonorrhea in Obstetrical Patients.” 
E. D. Plass, Professor of Obstetrics and Gynec- 
ology, University of Iowa. (By invitation). Dis- 
cussion opened by W. H. Browne, and Joseph 
L. Baer, Chicago. 

“Kraurosis and Leukoplakia of the Vulva.” 
John I. Brewer, Chicago. 

“Anesthesia and Analgesia.” F. Nash. 

“Fibroids.” A. E. Kanter, Chicago. 

Discussion opened by James Carey, Joliet. 

“Anesthesia and Analgesia in Obstetrics.” 
idwin N. Nash, Galesburg. 





Thursday Morning, May 4, 1939 
Joint Session with Sections on Medicine; 
Surgery; Eye, Ear, Nose and Throat; Public 
Health and Hygiene; Radiology; and Pediatrics. 





PROBLEMS IN ENDOCRINOLOGY 


(For Program and Complete Abstracts of Pa- 
pers, See Section on Medicine.) 


TECHNICAL EXHIBITORS AT THE 
1939 ANNUAL MEETING 


* * * 


A. S. Aloe Company, Saint Louis, Mo. 

The Arlington Chemical Company, Yonkers, N. Y. 
The Borden Company, New York, N. Y. 

Chappel Bros., Inc., Rockford, Ill. 

Ciba Pharmaceutical Products, Inc., Summit, N. J. 
The DeVilbiss Company, Toledo, Ohio. 

Eli Lilly and Company, Indianapolis, Ind. 

C. B. Fleet Company, Inc., Lynchburg, Va. 

H. G. Fischer & Company, Chicago, III. 

General Electric X-Ray Corporation, Chicago, III. 
Gerber Products Company, Fremont, Mich. 
Hynson, Westcott & Dunning, Inc., Baltimore, Md. 
Horlick’s Malted Milk Corporation, Racine, Wis. 
Jetter & Scheerer Products, Inc., New York, N. Y. 
Jones Metabolism Equipment Company, Chicago, III. 
Lederle Laboratories, Inc., New York, N. Y. 

J. B. Lippincott Company, Philadelphia, Pa. 

A. E. Mallard, Detroit, Mich. 

Mead Johnson & Company, Evansville, Ind. 
Medical Protective Company, Wheaton, III. 
Mellin’s Food Company, Boston, Mass. 

The Mennen Company, Newark, N. J. 
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M. & R. Dietetic Laboratories, Inc., Columbus, Ohio. 
V. Mueller & Company, Chicago, III. 

Pet Milk Sales Corporation, St. Louis, Mo. 
Petrolagar Laboratories, Inc., Chicago, Ill. 

Philip Morris & Co., Ltd., Inc., New York, N. Y. 
W. B. Sateders Company, Philadelphia, Pa. 

S. M. A. Corporation, Chicago, IIl. 

Smith, Kline & French Laboratories, Philadelphia, Pa. 
E, R. Squibb & Sons, New York, N.Y. 

Standard X-Ray Company, Chicago, III. 

White Laboratories, Inc., Newark, N. J. 

John Wyeth & Brother, Inc., Philadelphia, Pa. 

Zuck and Eaton, Rockford, III. 





A. S. ALOE COMPANY—Booth 14 

“A, S. Aloe Company of St. Louis, the world’s largest 
surgical supply house,” this year is showing several 
pieces of their STEENLINE Treatment Room Equip- 
ment, which features the rugged durability of heavy 
gauge construction combined with the modern, plastic 
beauty of fine wood furniture. In addition their com- 
plete line of Boston bags, medicine cases, and special 
instruments will be shown. Particularly featured is a 
full line of American made STAINLESS STEEL 
Instruments. The Aloe Company will be represented 
by Val H. Drennan, their western Illinois representa- 
tive. 
THE ARLINGTON CHEMICAL COMPANY— 

BOOTH 6 

Again the Arlington Chemical Company will exhibit 
their products and the Illinois State Medical Society 
Convention, featuring their Biological and Pharma- 
ceutical Products. They are offering a $9.75 diagnostic 
protein outfit consisting of eighty of the most common 
causative factors in alleftic conditions. Also a full line 
of Food, Epidermal, and Fungi proteins and Pollen 
extracts for diagnosis and desensitization. Dr. J. H. 
Frazer, who will be in charge of the exhibit, will be 
glad to discuss any allergic problem. 





THE BORDEN COMPANY—Booth 12 

New, yet already remarkably successful in infant 
feeding, BIOLAC is exhibited for the first time in 
Illinois at the Borden Booth. Compe- 
tent representatives will gladly pro- 
vide specific, helpful information on 
the unique virtues of this liquid, modi- 
fied milk. 

Also exhibited are other Borden 
products, notably DRYCO, KLIM, 
BETA LACTOSE, Merrell-Soule 
Products .and Borden’s Irradiated 
Evaporated Milks. 








CHAPPEL BROTHERS, INC.—Booth 7 

Chappel Laboratories feature their contribution to 
“Endocrine Therapy in General Practice,” Prephysin- 
Chappel. Prephysin-Chappel is a true anterior pituitary 
gonadotropic preparation, derived from the anterior 
lobe of the pituitary gland. 
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Also featured will be Chappel E. M. F., which is 
a highly concentrated Erythrocyte Maturing Factor of 
liver and 500 International Units of crystalline Vita- 
min B, per cc. 

Potent, highly refined, clinically tested, Chappel Phar- 
maceuticals have set a new high standard for pernicious 
and secondary anemia preparations. 





CIBA PHARMACEUTICAL PRODUCTS, INC— 

Booth 5 

Among the products CIBA Pharmaceutical Products, 
Inc., will exhibit at their booth are Perandren “Ciba” 
(Testosterone Propionate) synthetically prepared chem- 
ically pure male hormone. Trasentin “Ciba,” a syn- 
thetically and chemically pure non-narcotic antispas- 
modic, having the advantageous pharmacologic prop- 
erties of both Papaverine and Atropine without their 
undesirable side effects. Esidrone “Cida,” a potent mer- 
curial diuretic in which the mercury is chemically com- 
bined with Theophylline. Representatives of CIBA 
Pharmaceutical Products, Inc., will be at the booth and 
will be very happy to welcome their physician friends. 





THE DE VILBISS COMPANY—Booth 26 

The complete DeVilbiss line of atomizers, steam 
vaporizers and nebulizers will be on display. Especially 
featured in the exhibit are illustrations graphically 
showing the superior coverage afforded by the atom- 
izer in the application of solutions to the nose and 
throat. These illustrations are based on X-Ray re- 
search. 

Copies of the illustrations for reference may be 
secured from Mr. E. J. Corfeld, DeVilbiss representa- 
tive in charge of the display. 





ELI LILLY AND COMPANY—Booth 25 

We plan to feature the following Council-accepted 
products: Liver Extracts, Lilly, “Amytal” (Iso-amyl 
Ethyl Barmituric Acid, Lilly), “Methiolate’ (Sodium 
Ethyl Mercuri Thiosalicylate, Lilly), Iletin (Insulin, 
Lilly), and ephedrine products. 





C. B. FLEET COMPANY, INC.—Booth 15 
Phospho-Soda (Fleet) is a highly concentrated and 
purified, aqueous solution of sodium phosphates. It is 
nontoxic, rapid but mild in action without irritation of 
the gastric or intestinal mucosa. Indicated for hepatic 
dysfunction, and for its thorough eliminating and 
cleansing action on the upper and lower gut. 





H. G. FISCHER & COMPANY—Booth 24 

The latest Fischer Model of Short Wave, X-Ray 
and other apparatus, to be exhibited and demonstrated 
will interest physicians because of the many unique 
features of design and performance. The complete 
FISCHER line includes Shockproof X-Ray apparatus, 
short wave units, combination cabinets, galvanic gen- 
erators, ultra violet and infra-red lamps; tissue-cutting 
and other units, accessories and supplies. Physicians 
attending the convention are invited to ask for demon- 
strations of models in which they are interested or to 
consult with FISCHER representative regarding tech- 
nics made available by FISCHER apparatus. 
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GENERAL ELECTRIC X-RAY CORPORATION— 
Booths 1 and 2 





GERBER PRODUCTS COMPANY—Booth 21 

The new Gerber Cereal Food, Dry Pre-Cooked, will 
be shown at the Gerber booth. Samples and profes- 
sional literature about this Cereal product, as well as 
the other Gerber Baby Foods, are available. 





HORLICK’S MALTED MILK CORPORATION— 

Booth 18 

A treat for the well, a boon for the sick and con- 
valescent! Horlick’s the Original Malted Milk com- 
bines the unique advantages of a refreshing beverage 
with those of a nutritious food of remarkable digesti- 
bility. You will enjoy a call at the Horlick Booth 
where samples of Horlick’s Malted Milk Tablets, the 
delicious food confection will be distributed. 
WESTCOTT & 


HYNSON, INC.— 


Booth E 


DUNNING, 


Hynson, Westcott & Dunning, Inc., will have an 
exhibit featuring Mercurochrome and various pharma- 
ceutical specialties of their manufacture. There will 
also be a display of some of the diagnostic apparatus 
and ampule solutions which have been developed in 
cooperation with physicians. As usual, competent rep- 
resentatives of the company will be in attendance to 
demonstrate the products and to answer questions. 
Literature and samples will be available to physicians 
who are not already familiar with products exhibited 
or who wish to obtain a trial supply. 


JETTER INC.— 


300th B 


& SCHEERER PRODUCTS, 

Jetter & Scheerer Products, Inc., will exhibit a very 
extensive line of Rustless Steel and chrome plated 
instruments, including specialties such as our Von Petz 
and Neuffer-Ulrich Stomach and Intestinal Suturing 
Apparatus. 





JONES METABOLISM EQUIPMENT COMPANY 

—Booth 20 

The Jones Metabolism Equipment Company in Booth 
20 will feature as their display the Jones Motor Basal 
metabolism apparatus. 

A special feature of this unit is that it contains no 
water and requires no calculation in determination of 
the basal metabolic rate. 





LEDERLE LABORATORIES, INC.—Booth 11 . 





J. B. LIPPINCOTT COMPAN Y—Booth 23 

J. B. Lippincott Company will exhibit Thorek: 
“Modern Surgical Technic”; Rigler “Outline of Roent- 
gen Diagnosis’; Bacon: “Anus, Rectum, Sigmoid 
Colon”; Wilson: “Management of Fractures and Dis- 
locations”; Maxon: “Spinal Anesthesia”; Spicer: 
“Trauma and Internal Disease,” and their full line of 
medical and surgical publications. 
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A. E, MALLARD—Booth I 





MEAD JOHNSON & COMPAN Y—Booth 3 

Three new Mead products are on display at Mead 
Johnson & Company’s booth: Mead’s Thiamin Chloride 
Tablets; Mead’s Cevitamic Acid Tablets; Mead’s Mico- 
tinic Acid Tablets. Olac for feeding prematures is also 
shown, as well as the complete line of Mead’s infant 
diet materials, 





THE MEDICAL COMPANY— 

Booth 27 

The most exacting requirements of adequate liabil- 
ity protection are those of the professional liability 
field. The Medical Protective Company, specialists 
in providing protection for professional men, invites 
you to confer, at their exhibit, with the representative 
there. He is thoroughly trained in Professional Lia- 
bility underwriting. 


PROTECTIVE 


MELLIN’S FOOD COMPANY—Booth 28 

Opportunity will be offered for a discussion of the 
application of Mellin’s Food in the feeding of infants 
whose individual condition sets them apart from so- 
called normal babies, and whose diet needs to be 
adjusted in a manner calculated to correct their di- 
gestive disturbance. Mellin’s Food is worthy of atten- 
tion for it has occupied an outstanding position in the 
field of pediatrics ever since the beginning of the 
study of the art or science of infant feeding. 





THE MENNEN COMPANY—Booth 4 

The Mennen Company will exhibit their two baby 
products—Antiseptic Oil and Antiseptic Borated Pow- 
der. The Antiseptic Oil is now being used routinely 
by more than 90 per cent of the hospitals that are im- 
portant in maternity work. Be sure to register at the 
Mennen exhibit and receive your kit containing demon- 
stration sizes of their shaving and after-shave products; 
Also, for the lucky number prize drawing to be held 
at the close of the Convention for DeLuxe Fitted 
Leather Toilet Kits. 





M. & R. DIETETIC LABORATORIES, INC.— 
Booth 16 
M. & R. Dietetic Laboratories, Inc., Columbus, Ohio, 
will display Similac and powdered SofKurd. Repre- 
sentatives will be glad to discuss the merits and sug- 
gested application of these products. 





V. MUELLER & COMPANY—Booth 29 

V. Mueller & Company extends a cordial invitation 
to members and guests to visit their booth where in 
addition to an extensive display of standard surgical 
instruments in both stainless steel and chromium plate, 
they will show many recent developments. The new 
Mueller bone surgery engine with a complete line of 
accessories will be demonstrated. The .Zachary Cope 
modification of the DeMartel Clamp as well as the 
DeBakey and Devine Colostomy Spur Crushers will 
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be exhibited. A stop at Mueller’s booth is always 
interesting -and_ instructive. 





PET MILK SALES CORPORATION—Booth A 

An actual working model of a milk condensing plant 
in miniature will be exhibited by the Pet Mik Com- 
pany in Booth A. This exhibit offers an opportunity to 
obtain information about the production of Irradiated 
Pet Milk and its uses in infant feeding and general 
dietary practice. Miniature Pet Milk cans will be given 
to each physician who visits the Pet Milk Booth. 





PETROLAGAR LABORATORIES, INC.—Booth 8 

This year Petrolagar Laboratories, Inc., will offer 
in addition to samples of the Five Types of Petrolagar, 
an interesting selection of descriptive literature and 
anatomical charts. Ask the Petrolagar representative, 
Mr. R. P. English, to show you the new HABIT 
TIME booklet. It’s a welcome aid for teaching bowel 
regularity to your patients. 





PHILIP MORRIS & CO., LTD., INC.—Booth 22 

Philip Morris & Company will demonstrate the 
method by which it was found that Philip Morris 
Cigarettes, in which diethylene glycol is used as the 
hygroscopic agent, are less irritating than other cigar- 
ettes. Their representative will be happy to discuss 
researches on this subject, and problems on the physio- 
logical effects of smoking. 





W. B. SAUNDERS COMPANY—Booth 30 

W. B. Saunders Company, Philadelphia and London, 
will exhibit a complete line of their books. Of particu- 
lar interest to the profession are many new books and 
new editions, including the new (second) edition of 
Callander’s “Surgical Anatomy,” the new (11th) edi- 
tion of Scudder’s “Fractures,” Cutler’s new book on 
“Cancer,” Morrisons new work on “Nose, Throat and 
Ear,” Becks new “Hematologic Technic,” the new (6th) 
edition of Norris & Landis’ ‘Chest Diagnosis,” the new 
(4th) edition of Boyd’s “Surgical Pathology,” Rei- 
edition of Norris & Landis’ “Chest Diagnosis,” the new 
Surgery,” the new (7th) edition of DeLee’s “Obstet- 
rics,” the new (18th) edition of the “American Illus- 
trated Medical Dictionary,” the new “Mayo Clinic 
Volume,” Murphy’s new book on “Pernicious Anemia,” 
the new (2nd). edition of Wolf's “Endocrinology,” the 
new (2nd) edition of Pelouze’s book on “Gonorrhea,” 
Mallory’s “Pathological Technique,” Crile’s “Surgical 
Treatment of Hypertension,” the new (2nd) edition 
of Andrews’ “Diseases of the Skin,” the new (3rd) 
edition of Beckman’s “Treatment,” the new (3rd) edi- 
tion of Curtis’ “Gynecology,” and of course such stand- 
ard works as Bickham’s “Operative Surgery,” War- 
basse-Smyth’s “Surgical Treatment,” Cecil’s “Medi- 
cine,” Herman’s “Urology,” Christopher’s “Textbook 
of Surgery” and his “Minor Surgery.” 





S. M. A. CORPORATION—Booth 9 


Among the technical exhibits at the convention this 
year is an interesting new display which represents 
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the selection of infant feeding and vitamin products of 
the S. M. A. Corporation. Physicians who visit this 
booth may obtain complete information as well as sam- 
ples of S. M. A. Powder and the special milk prepara- 
tions—Protein S. M. A. (Acidulated), Alerdex and 
Hypo-Allergic Milk. 





SMITH, KLINE, FRENCH LABORATORIES— 

Booth C 

Smith, Kline & French Laboratories, believing that 
many physicians dislike efforts to make them register, 
have arranged their exhibit for self-service. 

Information about “Benzedrine Inhaler,” ‘“Benzedrine 
Sulfate Tablets,” “Benzedrine Solution,’ Feosol Tablets 
and Feosol Elixir, Oxo-ate “B” Tablets, Pentnucleotide, 
and Eskay’s Neuro Phosphates may be obtained from 
the convenient literature dispenser. If additional in- 
formation is desired, the representative will be glad to 
answer any questions. 


E. R. SQUIBB & SONS—Booth 19 

Physicians attending the Illinois State Medical So- 
ciety meeting are cordially invited to visit the Squibb 
Exhibit. The complete line of Squibb Vitamin, Glandu- 
lar, Arsenical and Biological Products and Specialties, 
as well as a number of interesting new items, will be 
featured. 

Well informed Squibb Representatives will be on 
hand to welcome you and to furnish any information 
desired on the products displayed. 





STANDARD X-RAY COMPANY—Booth 17 

The Standard X-Ray Company of Chicago invites 
you to visit their booth and see the Model “EBRF” 
100 Shockproof Diagnostic X-Ray unit. This unit may 
be installed in a room as small as 8 by 10 feet. It is 
ideal for office use and has a tilting radiographic and 
fluoroscopic table with built-in counterbalanced Bucky 
Diaphragm, a counter-balanced rail mounted tube 
stand. The generator is available in 60 and 100 milli- 
ampere models and is of sufficient capacity for super- 
ficial therapy. The PRICE—surprisingly low. 


WHITE LABORATORIES, INC.—Booth 13 


White Cod Liver Oil Concentrate will offer for your 
consideration, information covering the entire field of 
cod liver oil concentration, together with clinical data 
and evidence concerning the efficacy of its Liquid, Tablet 
and Capsule concentrates, as well as of cod liver oil, 
per se, 

Informed representatives, and descriptive literature, 
reprints and excerpts will further demonstrate cod liver 
Oil efficiency, and will point out White Laboratories, 
Inc., contributions in the vitamin A and D field. 

White Laboratories, Inc., is the world’s largest manu- 
facturer of cod liver oil concentrates, and is one of the 
largest users of cod liver oil for pharmaceutical pur- 
poses in the world. 

All physicians are cordially invited to visit the booth. 
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SULFANILAMIDE TREATMENT OF 
TRACHOMA: PRELIMINARY 
REPORT 
In August, 1937, Fred Loe, Rosebud, S. D. (Journal 
A. M. A., Oct. 8, 1938), began to use sulfanilamide in 
the treatment of trachoma. For the experiment two 
patients were selected whose condition had been diag- 
nosed as trachoma by an eye specialist in the Indian 
Service and by several other physicians in the Indian 
Service who are especially experienced with trachoma. 
On the basis of their body weight they were given 
one-third grain (0.02 Gm.) of sulfanilamide per pound 
of weight with an equal amount of sodium bicarbonate 
for ten days. Then the dose was decreased to one- 
fourth grain (0.016 Gm.) of sulfanilamide a pound 
daily for fourteen days. No other medication was al- 
lowed during this period. Within five days after treat- 
ment was begun changes in the conjunctiva were ob- 
served; the redness gradually disappeared, the granules 
and papules decreased in size and the blood vessels 
became increasingly visible. With a maintenance dose 
of one-fourth grain of sulfanilamide a pound daily, 
these two patients were apparently cured of trachoma 
within one month. To date neither has shown signs 
of recurrence. On Jan. 6, 1938, sulfanilamide treat- 
ment was begun in thirteen patients who had been under 
continuous treatment for trachoma for from one to 
seven years. Three were dismissed on January 16, 
apparently cured; the remaining ten were found to be 
greatly improved after being under treatment for eight 
days and were treated for two weeks longer. Sulfanila- 
mide in the treatment of trachoma has so far been 
used in 140 patients, all either hospitalized or under 
the close supervision of nurses. The reactions have 
been surprisingly few and mild. In three cases, der- 
matitis developed. Three days after withdrawal of 
the sulfanilamide this cleared up, leaving no sequelae. 
Four patients complained of mild vertigo and headache. 
Withdrawal of the sulfanilamide for twenty-four hours 
cleared these symptoms, and the patients were able to 

resume treatment. 





RECENT RESEARCHES IN NUTRITION IN 
RELATION TO PREVENTITIVE MEDICINE 
Nina Simmonds, San Francisco (Journal A. M. A., 

Sept. 17, 1938), concludes her discussion of nutrition 

in relation to preventative medicine by saying that the 

practical application of research in nutrition during 
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the past twenty-five years has been not only to em- 
phasize the value of sunshine and fresh air but also to 
give the reasons why in a system of diet the following 
familiar foods have unusual dietary significance: meats, 
including glandular organs, poultry and fish; eggs; 
milk in its many forms and products; fruits and vege- 
tables (fresh, canned and frozen) ; legumes, and cereals 
and their products, especially whole grain products. 
Research has provided vitamin capsules, vitamin tab- 
lets, brewers’ yeast tablets and numerous other vitamin 
preparations, many of which are excellent supple- 
ments to a diet when certain foods are disliked, but 
one should know what they do not contain as well as 
what they do contain. Nutrition has been referred to 
as “an economic, agricultural, industrial and commer- 
cial problem, as well as a problem in physiology.” How- 
ever, because of the results of recent researches on 
diet and its relation to disease conditions, from the 
standpoint of preventive medicine and of public health, 
nutrition may now be considered largely a problem of 
economics and education. 





AN AGE OF PANACEAS 


The Chicago Tribune, Voice of the People, Septem- 
ber 21, 1938, appears the following: 

Chicago, Sept. 16—Hurrah and again hurrah! We 
have it at last! That $30 every Thursday (why not 
Monday) for deserving Californians turns out to be 
nothing more or less than the old prosperity certificate 
plan. 

Talk about economic perpetual motion! Verily we live 
in an age of panaceas. Any scheme that means more 
idleness or a chance to get something for nothing guar- 
antees a fast and free ride into office. 

O, for a public official or a candidate honest enough 
and possessing the courage to tell the truth! That 
work and not idleness produces wealth; that saving and 
not reckless spending conserves it, and, lastly, that each 
individual of sane mind and sound body is responsible 
for his own salvation and security. That was how 
America was built. The co-called “advanced” social 
theories that teach idleness, dependence on the state, 
and security without effort or sacrifice are popular, but 
they will destroy us as a nation and as individuals if 
they are permitted to persist—Horse and Buggy Econo- 
must. 





SHE GOT IT IN THE TWILIGHT 


A young unmarried woman consulted a physician for 
a vaginal discharge. The physician made a vaginal 
smear and when the laboratory report was completed 
he called the patient into his private office and told her 
frankly that she was suffering from gonorrhea. The 
patient flushed a little, looked very puzzled and said, 
“T cannot figure out how I got it unless I got it in the 
twilight.” ; 

The physician did not argue with her about this 
point. He took for granted that she ought to know 
best how, when and where she contracted the disease. 

ANONYMOUS. 
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APPLICATION OF NEW KNOWLEDGE OF 
NERVE PHYSIOLOGY TO CLINICAL 
MEDICINE 


EmMEt F, Pearson, M.D. 
SPRINGFIELD 


Physiologists have conclusively shown that 
efferent nerve impulses are transmitted by known 
chemical substances. Much work is being done 
in effort to utilize this knowledge in clinical 
medicine. It is now possible to isolate from the 
multitude of “nerve” patients many individuals 
who have functional disturbances due to exces- 
sive chemical activity associated with hyperfunc- 
tion of a part of the nervous system. During the, 
past year I have had the opportunity to study 
such patients at the National Hospital, Queen 
Square, London, and in private practice. In 
the light of new physiologic principles it has 
been possible to visualize more clearly the mech- 
anisms underlying many common symptoms and 
institute rational and_ effective therapeutic 
measures. 

In 1935 the Nobel prize in Science was grant- 
ed jointly to Sir Henry Dale, of London, and 
Professor Otto Loewi, of Graz, in recognition 
of the importance of their independent work 
which converged over a period of years to the 
point of proof that efferent nerves act in a 
secretory manner causing, upon the arrival of 
an impulse volley, the release at their endings 
of chemicals which they identified +» * *. They 
found on stimulation of the vagus and other 
parasympathetic nerves that acetyl-choline, a 
derivative of the phospholipids, is released. This 
is a very unstable compound, its action is explo- 
sive in character and it is immediately broken 
down by an enzyme, choline esterase. In con- 
tinuous stimulation impulse volleys pass down 
the nerve at a rate of from five to 100 per second. 
The chemical reaction at the nerve ending is 
intermittent, although the resulting action ap- 
pears continuous. The sweat glands and arteri- 
oles in the skin are known to be innervated only 
by nerves which belong anatomically to the sym- 
pathetic system, yet sweating and vasodilation 
have been found to depend on acetyl-choline as 
the effective chemical. The opposing system of 
autonomic nerves, that is, most of the postgan- 
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glionic sympathetic fibers were found to cause 
the liberation of a substance chemically closely 
allied with, if not identical to, the well known 
hormone adrenalin. Cannon‘ states that the 
preganglionic sympathetic fibers which directly 
supply the adrenal medulla act through the me- 
dium of acetyl-choline. This organ is unique in 
that no postganglionic fibers intervene between 
the innervating neuron which originates in the 
spinal cord. It is similar to a large sympathetic 
ganglion which contains the same type of chro- 
maffin cells. Sympathetic ganglion cells have 
also been found to receive their activating im- 
pulse from acetyl-choline which is liberated by 
the preganglionic fibers. 

The recent work of Dale et al® strongly sug- 
gests that acetyl-choline is liberated at the motor 
end plate of voluntary muscle. An identical re- 
sponse may be obtained by stimulation of the 
motor nerve or by injection of acetyl-choline di- 
rectly into the nutrient artery of a muscle. Many 
workers believe that muscle tone and voluntary 
contraction utilize the same mechanism and 
differ only in number and frequency of impulse 
volleys. The action of acetyl-choline is enhanced 
by administration of esserin. Esserin and simi- 
lar chemicals such as “prostigmine” are thought 
to inhibit choline esterase thus allowing more 
effective and prolonged action of acetyl-choline. 
We have used prostigmine as a reliable test for 
myasthenia gravis as first suggested by Pritchard 
and Walker. Muscular power is greatly in- 
ceased temporarily in myasthenia and not in 
any other kind of muscular weakness. Fraser 
et al? have used an acetyl-choline derivative as 
a treatment for myasthenia gravis and report 
good results in two cases. The liberation of ex- 
cess of acetyl-choline at the motor end plate 
is thought to account for the relatively rare 
condition myotonia congenita. Alcohol or qui- 
nine lessen the tonic state in these individuals. 
We had a man of fifty at Queen Square who had 
myotonia (Thomsen’s disease) who, if pushed 
unexpectedly, would become stiff and fall like 
a poker, but could handle himself quite well 
after drinking a bottle of strong ale. 

The fundamental importance of the continu- 
ous balance between the more or less opposing 
influences upon autonomic activity has long been 
known. Overbalance of the mechanism in one 
direction or the other as seen clinically was 
studied by Eppinger and Hess®, of Vienna, who 
popularized the terms vagotonia and sympathe- 
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tonia in 1917. These terms should now be re- 
placed by the more exact and descriptive terms, 
cholinergia and adrenergia, as suggested by Dale. 
An individual showing the characteristics of 
relatively small pupils and slow pulse, excessive 
sweating and salivation, indigestion of hyper- 
acidity type, spastic constipation, hyperactive re- 
flexes, dermagraphism eosinophilia and tendency 
to develop allergic symptoms may be termed cho- 
linergic. The cholinergic syndrome may be repro- 
duced in normal individuals by the administra- 
tion of acetyl-choline. Usually, cholinergic signs 
and symptoms cause slight discomfort and can 
only be elicited from the patient by direct ques- 
tioning; these minor effects are within physio- 
logic limits. Conversely, other individuals may 
be found who exhibit adrenergia, the signs of 
which are wide pupils, fast heart, vasomotor 
instability, perhaps some physiologic elevation 
of blood pressure, and atonic bowel. Adrenergia 
has been described by Cannon‘ as preparation 
for flight or fight. These signs may be induced 
in normal people by the administration of adre- 
nalin. Autonomic imbalance cannot always be 
strictly classified as adrenergia or cholinergia. 
In many instances the excessive cholinergic ac- 
tivity probably stimulates the adrenals and other 
chromaffin tissue causing various phases of 
adrenergia to be superimposed. 

It is obvious that in acetyl-choline, the action 
of which, in therapeutic dosage, directly opposes 
adrenergia activity, we have a potent substance 
which should be of great therapeutic value. 
Acetyl-choline itself is very unstable and many 
derivatives have been prepared in effort to find 
one more suitable for clinical use. Acetyl-beta- 
methyl-choline chloride (Mecholyl) as prepared 
by Major and Cline® has been used most exten- 
sively in this country. It is more stable, more 
prolonged in its action and does not have some 
of the undesirable side reactions of acetyl-choline. 
It may be administered most effectively by sub- 
cutaneous injection but may be given by mouth, 
however, in much larger doses. It may be absorb- 
ed from mucous membranes and can be driven 
through the unbroken skin by galvanic current. 

Excessive sympathetic action in local areas 
may lead to serious organic disease. Peripheral 
vascular spasm as seen in Raynaud’s syndrome 
and scleraderma are familiar examples. I have 
reason to believe that atrophic rhinitis and re- 
laxed bronchial musculature with diminished 
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mucous secretion as seen in chronic bronchitis 
are due to excessive sympathetic action. Par- 
oxysmal auricular tachycardia and severe atonic 
bowel may also result from excessive local sym- 
pathetonia. Radical destruction of sympathetic 
nerves has often been carried out to stop symp- 
toms resulting from their excessive activity. 
Kovaks 7° and others have been successful in pro- 
ducing palliative relief in peripheral vascular 
spasm, scleraderma, and atrophic rhinitis by 
driving mecholyl into the diseased area by gal- 
vanic current (iontophoresis). We have been 
able to cause the cessation of attacks of paroxys- 
mal auricular tachycardia by the administration 
of mecholyl as reported first by Starr’? who 
states that this treatment is effective in 90 per 
cent of cases. We have observed diminution of 
the lumen of atonic bowels in a few cases under 
the effect of mecholyl. Myerson’? has reported 
desirable effects from mecholyl in various types 
of atonic intestine. Surgeons are reporting good 
results with mecholyl in postoperative intestinal 
distention and even paralytic ileus. Acetyl-cho- 
line derivatives may be of value in the treat- 
ment of chronic bronchitis. 

Excessive cholinergic activity is a very fre- 
quent form of autonomic imbalance. Profuse 
sweating, mottling of the skin, dermagraphism, 
urticaria, angioneurotic edema and_broncho- 
spasm represent the most familiar examples. 
Cholinergic individuals are often dyspeptic and 
may have tight pyloric sphincters with hyper- 
chlorhydria. Indeed, Necheles'® has recently 
suggested cholinergia as the fundamental fault 
in the production of peptic ulcers. He found 
that acetyl-choline greatly diminished the blood 
flow through the vessels of the gastric mucosa 
in dogs and that mucosa partially devitalized is 
quickly digested by gastric and duodenal juices. 
We have reproduced. epigastric pain in ulcer 
patients by giving an injection of an acetyl- 
choline derivative. Acetyl-choline is known to 
stimulate gastric secretion but there is some con- 
troversy concerning its effect on the production 
of acid. Ivy** has shown that the confusing ex- 
perimental results have been due to variation in 
dosage. He finds that in small quantity acetyl- 
choline is a stimulant to gastric secretion but 
is inhibitory in large dosage. In the particular 
type of food idiosyncrasy called gastrointestinal 
allergy one finds relative spasticity of the intes- 
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tine and often excessive secretion of mucus. 
There are signs of excessive vagal activity. 

Kountz, Pearson and Koenig*® have proved 
that vagal stimulation caused constriction of the 
coronary vessels with diminished coronary blood 
flow in the revived human heart. Hall et al*® 
have recently shown that coronary thrombosis 
may be produced in dogs by prolonged adminis- 
tration of acetyl-choline and suggests that cho- 
linergia may account for this condition. Inci- 
dentally, some of Hall’s dogs also developed 
peptic ulcers. A large dose of an acetyl-choline 
derivative occasionally provokes substernal pain. 

The therapeutic use of adrenalin and the other 
adrenergic drugs, ephedrin and benzedrine, in 
the relief of cholinergic symptoms is well known 
and shall not be considered in detail here. These 
drugs usually bring about a measure of prompt 
but temporary relief especially from the allergic 
symptoms. Benzedrine is now often used to pro- 
duce relaxation of sphincters for demonstration 
during x-ray studies of the intestine and may be 
ant effect on cerebral function limits its useful- 
ness. Atropin directly inhibits acetyl-choline ac- 
used regularly to relieve spastic bowel. Its excit- 
tion but doses sufficient to be completely effec- 
tive have very unpleasant side effects such as 
inhibiting accommodation, causing excessive dry- 
ing of mouth restlessness and excitability. 

We have given ten milligrams of mecholyl 
subcutaneously to ten volunteers. The reaction 
which lasts not more than ten minutes consists 
of peripheral vasodilation, a slight drop in blood 
pressure accompanied by some _ tachycardia, 
sweating, salivation and at times belching and 
rumbling in the abdomen. The symptoms are 
not unpleasant. The same dose has been given 
to thirty individuals who complained of recur- 
rent symptoms of allergic nature. The symptoms 
peculiar to the individual were usually repro- 
duced within one minute. The asthmatic begins 
to wheeze; rhinorrhae and nasal blocking occur 
in patients with vasomotor rhinitis. Cough is 
produced in patients who have allergic bron- 
chitis. Urticaria and angioneurotic edema may, 
but do not always, follow the patients subject 
to these conditions; the appearance of this type 
reaction is often delayed. In one patient a flare- 
up of eczema was induced. I have not been 
able to reproduce migraine, but can produce 
allergic-like headache. I am not prepared to 
advocate a new test for the allergic. disorders, 
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but am convinced that severe allergic patients 
are hypersensitive, so to speak, to acetyl-beta- 
methyl-choline chloride and show less reaction 
to the same dose of adrenalin than an otherwise 
normal individual. 

Since the World war a tremendous amount of 
work has been done in effort to search out and 
eliminate specific exciting factors in all allergic 
patients. Dramatic results from complete avoid- 
ance of offending substances occur in a minority 
of cases. Specific desensitization with protean 
protein extracts is a satisfactory procedure in a 
yet smaller percentage of patients. Even when 
suspected substances are removed from the in- 
dividual there is often improvement but not 
cure; signs of autonomic imbalance persist, and 
the original symptom may be reproduced by 
incidental illnesses, emotion and pure physical 
excitants such as cold, barometric changes and 
dusts. We treated a thirty-seven-year old woman 
for severe recurrent bronchial asthma during 
three years by elimination of suspected foods and 
inhalent substances with little success. Two 
years ago we committed her imbecile child. to a 
state institution and she has been well since. 

Protein sensitization may induce the choliner- 
gic state. The manner of action of specific aller- 
gens on nerve endings and the role of the im- 
munologic reactions in patients known to have 
floating anti-bodies is not known. The action 
may in part be that of inhibiting choline este- 
rase. It is interesting to note that Freund and 
Gottleib'* and McDonald’® found that many for- 
eign substances greatly increase the sensitivity 
of the parasympathetics. The relationship of 
protein sensitization to cholinergia is probably 
that of a vicious cycle which may be broken at 
different points. 

The relation of acetyl-choline to histamin has 
not been satisfactorily explained. The edema 
which regularly accompanies allergic reactions 
is probably due to histamin which is liberated 
from the tissues by action of local excess of 
acetyl-choline. Horton et al®° have “desensi- 
tized” patients, who are sensitive to cold, with 
histamin. 

The cholinergic state is probably a product of 
modern psychology and methods of living. The 
condition is said to be rare in the more primi- 
tive and leisurely peoples of the world. It is 
seen most commonly in the worrying, over- 
working, high strung, ambitious or anxious in- 
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dividual. There may be a “cholinergic center” 
in the brain which is set at a higher rate of ac- 
tion. Ranson** has found a center in the hypo- 
thalamus of cats which, on stimulation, excites 
the entire parasympathetic system, The primary 
disorder in cholinergia is functional but pro- 
longed; altered function may lead to serious 
organic derangement. The most logical treat- 
ment is rest, relaxation, mental hygiene and 
wholesome psychotherapy. These measures can- 
not always be completely carried out and one is 
forced to search for a more direct form of 
therapy. Remedies for the cholinergic state and 
the ailments resulting therefrom wil) probably, 
in the future, be directed against acetyl-choline 
itself. If choline esterase could be prepared in 
sufficient quantity and administered to destroy 
acetyl-choline more effectively as it is liberated 
we would probably have an effective agent. Noth- 
ing of this nature has been offered to date. 
There may be other means of counteracting ex- 
cessive acetyl-choline activity and the next great 
therapeutic advance in medicine may be in this 
direction. 
CONCLUSIONS: 

1. Physiologists have shown that acetyl-cho- 
line is the chemical released at the endings of 
the parasympathetic nerves, the nerves control- 
ling sweating and vasodilation, the adrenal 
gland, and the motor nerve to voluntary muscle, 

2. Individuals showing of excessive 
parasympathetic activity may be termed choli- 
nergic, 


8. Cholinergia may be the fundamental fault 


in many functional disorders including the aller- 


signs 


gic state. 

4, Allergic symptoms can regularly be re- 
produced in allergic patients but not in others 
by use of an acetyl-choline derivative. 


5. An acetyl-choline derivative may be used 


to control symptoms due to excessive sympathetic 
action. 

6. In addition to judicious application of 
psychotherapy and adrenergic stimulants in the 


relief of cholinergic symptoms a search must be 
made for an effective method of inhibiting acetyl- 


choline itself. 


—_—- 


*Mecholyl for this' work was furnished by courtesy of the 
Merck Laboratories, Rahway, N. J. 





DISCUSSION 


Dr. G. B. Smith, Alton: Dr. Pearson’s paper brings 
information that is helpful to those in general practice 
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as well as those having a special interest in disorders 
of the nervous system. Research and clinical work 
described in this paper is particularly stimulating to the 
curiosity of those of us who have been trained in a 
biologic approach to neuropsychiatry. It also helps 
bridge the gap, if there may be said to be a gap, be- 
tween the physiologic and the psychogenic approach to 
many nervous disorders, 

While so far the actual clinical accomplishments have 
been reported as most evident in some of the less fre- 
quent conditions, for example myasthenia gravis on the 
one hand and myotonia congenita on the other, the im- 
plications are tremendous. We may never see a case 
of either of these, yet we all see allergic syndromes, 
peptic ulcer, intestinal spasm or atony. We all use daily 
and recognize the value of epinephrine and its longer 
acting associate, ephedrine. Yet how often do we stop 
to think that we are using substances whose action is 


directly upon the nerve endings of the sympathetic di- 
vision of the autonomic nervous system When we and 


our successors know as much about the clinical uses of 
cholinergic stimulants and depressants as we know now 


about these adrenergic ones, we may be carrying them 
in our ampule cases in the way that we now carry 


epinephrin. I am of the opinion that we will find in 


knowledge of the action of the autonomic nervous sys- 
tem explanations for some of the phenomena that have 
been reported in the paper of Dr. Severinghaus and Dr. 
Low as well as those reported by the Drs, Dragstedt 
this morning. 


1, Loewi, Professor Otto: Humoral Transmission of Nerv- 
ous Impulses, Proceedings of the Royal Society of London, 
Bl, 118: 299, 1936. 

2. Dale, H. H.: Chemical Transmission of the Effect of 
Nerve Impulses, Brit. M. J., 1: 835-841, 1934. 

3. Dale, Sir Henry: The Harvey Lectures, 1936-1937. 

4. Cannon, W. B.:, and Rosenbleuth, A. Autonomic Neu- 
roeffector Systems, Experimental Biology Monograph, 1937. 

5. Dale, H. H., and Feldberg, W., and Vogt, M.: Re- 
lease of Acetyl-choline at Voluntary Motor Nerve Endings, 
J. Physiol., 86: 353, 1936. 

6. Pritchard, E. A. B., and Walker, M. B.: Esserin in 
Myasthenia Gravis, J. Physiol., 84: 1935. 

7. Fraser, E. R., McGeorge, M., and Murphy, G, E.: 
Action of Choline Esters in Myasthenia Gravis, Clin. Science, 
3: 77, 1937. 

8, Eppinger, E., and Hess; Vagotonia, Nervous and Mental 
Disease, Monograph, 1917. 

9. Major, R. T., and Cline, J. K.: Preparation and Proper- 
ties of Alpha and beta-methyl-choline, J. Am. Chem. Sec., 54: 
242-249, 1932. 


10. Kovaks, J.: The Iontophorosis of Acetyl-beta-methyl- 


choline chloride, Am. J. Med. Sc., 188: 32-36, 1934. 
11. Starr, I.: Acetyl-beta-methyl-choline chloride, Am. J. 


Med. Sc., 186: 330-345, 1933, 
12. Myerson, A.: Human Autonomic Pharmacology, J. A. 
M. A., 110: 101, 1938. 


13. Necheles, H.: A Theory on the Formation of Peptic 
Ulcer, Am. Jour. of Digestive Diseases, 4: 643-646, 1937. 


14, Ivy, A, C.: Effect of Acetyl-Choline on Gastric Secre- 
tion, Am. J. Physiol., 1937. 

15. Kountz, W. B.: Pearson, E. F., and Koenig, K.: 
Effect of Vagus and Sympathetic Stimulation of Coronary 
Flow of Revived Human Hearts, J. Clinical Investigation, 13: 
1065-1078, 1934. ; 

16. Hall, G. E., Eppinger, G. H., and Banting, F. G.: 
Experimental Production of Coronary Thrombosis and Myco- 
cardial Failure, Canad. M. A. J., 34: 9, 1936, 

17. Ransom, S. W.: Functions of the Hypothalamus, The 
Harvey Lectures, 1936-1937. 
































March, 1939 


18. Freund, H., und Gottlieb, R.: 
fischen Reiztherapie, Arch, fur Exp, Path. u Pharm., 93: 92, 


1922. 
19. McDonald, G.: 


124; 212, 1930. 


20. Horton, B. T., Brown, G. E., and Roth, G.: 


G 
sensitiveness to Cold, J. A. M. A., 107: 1263, 1936. 


Etiology of Asthma, The Practitioner, 


Hyper- 





PROGRESSIVE MYOPIA 
(A New Treatment with Base-in Prisms) 
W. Moors THompson, A.B., M.D. 


Clinical Professor of Ophthalmology 
Chicago Eye, Ear, Nose and Throat College 


and 
Oscar B, Nugent, M. D., F. A. C.8., 
Bb CWS: (Geneva) 


Professor of Ophthalmology 
Chicago Eye, Ear, Nose and Throat College 


CHICAGO 


When asked to prepare a paper for this pro- 
gram, and while attempting to decide upon the 
subject, the fact that one of us (Thompson) 
had devoted many years to research and study 
of myopia in its various forms, led us to choose 
this subject for your consideration. Its vast 
importance, in young subjects suffering from 
school myopia, and its more severe form as 
progressive myopia, makes us feel that the sub- 
ject is timely. 

Statistics: Myopia is a rare disease before the 
age of five years. Between that age and up to 
ten years, about eight per cent. of all eyes be- 
come myopic. There is a rapid rise during the 
next few years and by the twentieth year 25% 
of all eyes become myopic. These figures dimin- 
ish gradually to 13% by the fiftieth year, then 
rise again to 19% by the sixty-fifth year. 

No one has offered any statistics as to what 
percentage of all myopic eyes belong to the types 
under discussion. 

Progressive myopia is found frequently in 
large cities; more rarely in the country and 
smaller towns. The highest percentage of pro- 
gressive myopia is in members of the Jewish 
race; the next highest in the Negro. In a study 
of 1,444 Jewish and non-Jewish children Sorsby’ 
found the percentage of myopia slightly higher 
in the Jewish children. 


History: Of course, the disease under discus- 


sion has been recognized as such for several 
generations, but little progress has been made 
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in the field of treatment up to the present time, 
except in those cases found to have lues as their 
predisposing cause. Once syphilis was diag- 
nosed, strenuous efforts were made to eradicate — 
it, and with the aid of glasses, a certain per- 
centage of cases were checked, but very, very 
few cases have been cured, and nothing of a 
definitely curative nature had been discovered 


previous to our investigation. 

During the years 1912 and 1913, which one 
of us (Thompson) spent in the Fuch’s Clinic 
in Vienna, numerous cases were seen and treated. 
‘They were usually members of the Jewish race 
and the etiology mentioned was usually heredity 
or syphilis. The only treatment was minus 


lenses, except in those cases which were suffer- 


ing from syphilis, as mentioned above. 
One of us (Thompson) in 1919, while doing 


some research work on myopia, treated a case 
whose correction was minus 6:50 sphere which 
gave 20/30 vision. Minus spheres of five diop- 
ters combined with a total of 3 D. prism base 
in were prescribed. In six months it was found 


that the patient could see 20/30 with a minus 


sphere of five diopters. 'The lenses were then 


changed to read minus four combined with a 
total of 2 D. prism base in, and in six months 
another test revealed that the patient’s vision 
was 20/30 plus 3, with the minus four lenses. 

This case was shown to the late Dr. P. A. 
(iraves, Of Chicago, and the treatment explained. 


Doctor Graves became interested and with one 


of us (Nugent) published a paper? which was 
read before this section and which, we believe, 
was the first paper on the treatment of myopia 
with base in prisms, 

Nomenclature: We shall discuss the etiology 
under two headings, i.e., those which predispose 
to the development of the disease, and those 
which actually produce the disease—predisposing 
and exciting causes, 

The predisposing causes are: 1. vitiated at- 
mosphere; 2. poor light; 3. persistence in hold- 
ing near work too close to the eyes; 4. certain 
debilitating diseases or long illnesses; 5. injury 
to the cornea from trauma or ulcers resulting 
in formation of scars: 6. simple myopia should 
be added to the list of predisposing causes of 
progressive myopia; 7%. heredity, usually lunes; 
8. excessive use of. the eyes for close work; 9, 


lack of proper nourishment. 


There are still those who believe that the 
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muscles of accommodation should be considered 
as a part of the etiology in every case of pro- 
gressive myopia, but our investigations have led 
us to believe that, while they may be found to 
be diseased in any given case, they have no 
influence on the increased refractive power of 
an eye, either as predisposing or exciting cause. 

Henderson® of England believes that the con- 
stitutional factor is a very important cause of 
myopia. Marlow‘ has shown that the percentage 
of muscular imbalance is high in axial myopia 
and therefore may be a predisposing cause. Pas- 
cal® is of the opinion that the constant over- 
stimulation of convergence in children is an im- 
portant cause, Muselovich® and others made a 
study of myopia in individuals doing close work 
and those using the eyes principally for distance, 
and reported that the percentage of myopia in 
those doing close work was 24% and in the other 
individuals, 14%. lLivinsohn’ thinks that the 
forward inclination of the head and body is a 
cause of myopia. 

There are four exciting causes, namely: 1. per- 
sistent convergence over long periods; 2. a con- 
stant tendency to divergence due to the stretch- 
ing of the internal recti muscles: 3. constant and 
increasing pull by the optic nerve due to the 
abnormal position of the posterior pole of the 
eye; 4, a chemical change in the sclera and in- 
ternal recti muscles. 

Differential Diagnosis: Usually in school 
myopia there are no changes to be seen in the 
fundus. 

In progressive myopia, about the tenth year, 
certain changes take place in myopic eyes and 
if the ophthalmologist examines the patient at 
this stage he will find the following picture: 
An error of minus 4.00, minus 5.00 or even 
minus 6.00 diopters in power; the dise will be 
red as in papillitis; the blood vessels will be 
tortuous, dark and dilated. The redness ex- 
tends into the choroid. This is the first stage 
of posterior progressive myopia. In a later stage, 
between the twelfth and twentieth year, there 
will be an error anywhere from minus 6,00 to 
minus 20.00 diopters in power, accompanied by 
a myopic crescent or a choroidal atrophy form- 
ing a ring around the optic disc and constituting 
a posterior staphyloma. ‘This is the second 
stage of posterior progressive myopia. 


Mechanics: We believe a better understanding 
of the whys and wherefores of our treatment 
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will be obtained if we review the mechanics of 
the disease under discussion. 

We have mentioned the fact that persistent, 
excessive convergence along with other condi- 
tions is a primary exciting cause of posterior 
progressive myopia. The patient has developed 
the habit of holding reading matter too close 
to the face because of the shortness of his or 
her arms, and it is the continuation of this habit 
that starts the eyes on the way to progressive 
myopia. 

You will recall that infinity for close work 
is thirteen inches and that reading in the finite 
field produces convergence, which places the in- 
ternal recti muscles under extra strain. Then, 
due to the abnormal position of the posterior pole 
of the eyeball, resulting from the excessive con- 
vergence, the optic nerve exerts an increased 
pull on the entire posterior segment and grad- 
ually produces a break in the sclera and choroid, 
thus lengthening the axis of the eye. 

The extra tension on the internal recti muscles 
traumatizes the sclera and this produces a chem- 
ical change in the muscles due to a disturbance 
of the metabolic processes, and the trauma which 
they produce in the sclera causes a chemical 
change in its tissues also. The total result is 
a further lengthening of the axis of the eyeball 
and an increased tendency to divergence. Thus 
the vicious circle is completed. 

Treatment: We have developed a treatment 
which, we believe, practically covers every phase 
of the etiology involved. We have found it very 
successful in all cases of axial progressive 
myopia: less so in the’ more complicated types, 
but worth trying in all, 

We shall discuss it under six headings and 
give our reasons for each step: 

The first step is the making of the prescrip- 
tion for glasses. The total error should be 
ascertained. ‘Then 20% to 25% of the sphere 
removed, and the prism is found by adding 
prisms base in until diplopia is produced, Now 
the prism is neutralized until monocular vision 
is accomplished. The remaining prism is used 
base in, half over each eye. Suppose the sphere 
is Ou minus 6.00 and the total prism is four 
diopters, then the prescription would read Ou 
minus 6.00 combined with Ou 2 D. prisms 
base in. 

We have failed to find any mention of base in 
prisms in the literature, except in Parsons’™ 
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book entitled “Discussing the Hye,” and that 


was published after Nugent’s article, referred to 
in the bibliography appended hereto. 

The next step is to place the lenses as near to 
the patient’s eyes as is possible without their 
touching the cilia. This is for the very scien- 
tific reason that the longer the focal distance, 
the larger the object appears to a myopic eye, 
and, therefore, the less the strain upon it, 

The third step consists of special exercises 
with the myoculator. The patient is seated four 
feet from the machine, wearing the proper pre- 
scription and three diopters of prism base in 
over each eye in addition, The eyes should be 
exercised thus for ten minutes, three times a 
week, The time may be increased, slowly, to 
twenty minutes. 

The ‘next step is a request for special class 
work, special large type in the books read, and 
the scientific use of good lighting, either natural 
or artificial. All use of the eyes for close work 
must be carefully supervised and a time limit 
used, 

The fifth step is the compilation of a diet list, 
which will give the patient a properly balanced 
vitamin intake. 

The sixth step is called “medication” and con- 
sists of cod liver oil, and iron, quinine and 
strychnine for rebuildng the muscle power in- 
volved. 

Jackson® thinks that myopia can be con- 
trolled by full correction of the error and a 
correct posture. Rolett® believes that the cor- 
rection of the error of refraction has little or no 
influence on the progress of myopia. He admits, 
however, that 73% showed advance in progres- 
sive myopia, after the error had been fully cor- 
rected. 

Law’® uses calcium and parathyroid therapy 
in the treatment of progressive myopia, and 
claims that of seventeen cases thus treated, thir- 
teen showed definite improvement. 

We believe that, whatever else may be used 
in the treatment of myopia of any type, the eyes 
should be prevented from converging, and for 


this we advise base in prisms. 
BIBLIOGRAPHY 


1. Sorsby, Arnold: The Premyopic State, Trans. Ophth. 
Soc. United Kingdom, 54: 459, 1934. 

2. Graves, P. S., and Nugent, O. B.: Base in Prisms in 
the Treatment of Myopia, Ill. M. J., 66: 141, 1934. 

3, Henderson, Thorson: The Constitutional Factor in 
Myopia, Trans. Ophth. Soc. United Kingdom, 54: 451, 1934. 


W. M. THOMPSON—OSCAR NUGENT 233 


4, Marlow, F. W.: 
Ophth., 13: 584, 1935. 
5. Pascal, J, I.: Myopia and exophoria, Arch, of Ophth., 


14: 624, 1935. 


6. Muselovich, A. L.: Zundellelvich, P. I., and Fradkina, 
M. I.: Constitution, Myopia and Vocation, Sovietskin Viesinik 


Ophy., 7: pt. 2, 240, 1935. 
7. Livinsohn, G.: The Genesis of Myopia, Acta. Ophth., 


12: 362, 1934. 


8. Jackson, Edward: The Control of Myopia, J. A. M. A., 
105; 1412, 1935, 


9. Rolett, GO. M.: Is Full Correction of Value in Check- 
ing the Progress of Myopia, Arch. Ophth., 14: 464, 1935. 


10. Law, F, W.: Calcium and Parothyroid Therapy in 
Progressive Myopia, Trans. Ophth. Soc. United Kingdom, 
54: 281, 1934, 


11. Parsons: Diseases of the Eye, 7th Edition, p. 499, 


1934. 
DISCUSSION 

Dr. O. B. Nugent, Chicago: I have very little to 
add, but I would like to lay stress on base inprisms for 
school myopia as well. I have in my files a great many 
cases of school myopia that has definitely stopped in 
its progress while prisms are being used, and I believe 
prisms have had an action in this. The strength of the 
base in prism that is used has been described. If after 
six months it is necessary to use stronger sphere, it is 
assumed that the prisms are not strong enough and 
*stronger ones are used, regardless of what the muscle 


test may reveal. This has been my practice and as a 
rule by using stronger prisms the progress of the 


Muscle Imbalance in Myopia, Arch, 


myopia is stopped. 

Dr. Philip Halper, Chicago: I was also going to ask 
that question as to how the interni muscles in high 
myopia are stretched when according to the author 


these cases have convergence excess. In over-exercis- 
ing a muscle I do not seé how it becomes stretched ; 


one finds the opposite. I was giad the author men- 
tioned Dr. Jackson. I asked the latter specifically last 


fall about the use of prisms in myopia and the prescrib- 
ing of the full correction regardless of the amount 
found. He absolutely advised against the use of prisms. 
In fact in a high myopic correction there is already 
present a prism base in. 

Coming to the other point about correction of these 
myopia errors, Jackson corrects the usual case fully. 
When he finds even a —0.25 sphere in a young per- 
son under cycloplegia and he is satisfied that there is 
a myopia of a quarter diopter present, he puts a —0.25 
sphere on the patient and has him wear the correction 
constantly. In doing so, one prevents a very minimal 
myopia from becoming a moderate one. I agree with 
Jackson fully for my experience with myopia is in 
accord with his. 


Dr. W. Moore Thompson, Chicago, (closing) Mr. 
Chairman: In reply to the doctor who stated that in 


his opinion the case used as an illustration of the re- 
sults secured by the use of prisms bases in, was a case 


of regressive myopia, I wish to remind him that the 
fundus was a classic picture of progressive myopia, 
and besides an error of —6.50 at the age of 12 years 
is essentially progressive. Furthermore, it should be 
evident to the gentleman that the results shown at the 
end of the second six months’ period are positive proof 
that the case was regressive because of the treatment 
given. 
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In reply to the doctor who stated that all myopic 
lenses are prisms bases in, I will admit that a concavo- 
concave lens has a prism base in, but it also has a prism 
base out, the net result being that they neutralize each 
other, and therefore have no influence on the muscular 
imbalance which adds its quota to the increase in the 
error of refraction. 

I only need to remind the third gentleman, who took 
the position that the excessive convergence mentioned 
as the chief exciting cause, would “essentially produce 
a hypertrophy of the internal recti muscles and a pro- 
portionate weakening of the external recti,” that the 
uniform findings prove the contrary. The gentleman 
is certainly aware that all myopic eyes that have a 
squint are divergent, just as all hyperopic eyes that 
have a squint are convergent, the ambliopias excepted. 
This very fact gave me the first clue to my treatment. 

Others complained that I had not brought a sufficient 
number of cases before you. Here are a few picked at 
random from my files: 


Mrs. H. N., aged 53— 

O D V 20/100, O S V+20/200, corrected 

O D —1.50 —50 X 180 = 20/20 

O S —2.00 —50 X 140 = 20/30. We have found that 
we can dispense with the cylinder up to —75 
so we gave this patient O D —1.00, O S —1.50 
adding prisms O U 2.00 bases in. V-O U 20/30. At 
the end of one year this patient saw O U 20/20 with 
the prescription given her and it was changed to O D 
—50, O S —1.00 one prisms two diopters base in. 
A second case is that of Miss G. S. aged 30. 

O D —4.50, O S —2.25 —50 & 180, V 20/20. Was 
given O D —3.00, O S —1.75 with O U 3 diopters 
of prism base in V 20/30. This patient was examined 
at the end of six months at which time she saw 20/20 
with the prescription she was wearing. She was 
given O D —2.25 O S —1.25 V-O U 20/30. 


I could quote you cases for an hour, some changed 
as many as four times, with a satisfactory reduction in 
the error each time. 

The proof of the pudding is in the eating. Try this 
method and it will get the same results for you that it 
has given me. 

Dr. Thomas D. Allen, Chicago: I think I am going 
to steal Dr. Guibor’s thunder. Case reports are of 
first importance in a paper of this kind. The only case 
report shown was not shown to be progressive myopia. 
Base in prisms make the eyes turn out. According to 
the paper one would think the essayists believe that 
over-action of the interni produces progressive myopia. 
In concomitant convergent squint we have extraordinary 
over-action of the interni, but these patients do not de- 
velop progressive myopia except in an almost insig- 
nificant percentage. 

In Doctor Thompson’s first case, beginning with 
—6.00 and each six months accepting less sphere, we 
do not have a case of progressive myopia but regres- 
sive myopia. One first should be sure he has a case 
of progressive myopia. Probably a definition would 
have been in order. 
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HOW THE COUNTY MEDICAL SOCIETY 
CAN AID THE LEGISLATIVE 
COMMITTEE 
JoHN R. Nzat, M. D. 

Chairman Legislative Committee, Illinois State Medical Society 


SPRINGFIELD 


Along about Easter in every other year a gen- 
eral election takes place in Illinois for the selec- 
tion of party candidates who aspire to distin- 
guished political preferment. Alternately at 
these elections are nominated candidates for the 
office of United States Senator and for Governor 
and at each of them are chosen the candidates 
for Congress and for the State General As- 
sembly. 

The campaigns are invariably built around the 
personalities who aspire to the higher offices. 
Always the fight centers around the man who 
would be Senator or Governor. Upon him is 


. thrown the pitiless searchlight of publicity and 


the bitter criticisms of his opponents. He it 
is who must devise the strategy and carry the 
banner. 

At the same biennial elections are chosen also 
the party committeemen in every precinct in the 
State. Candidates for this office come rarely 
into public prominence. State and National 
campaigns are never fought around the person- 
ality of the precinct committeeman, but these 
campaigns are never won without his concerted 
approval and support. Opposition, rebellion or 
mere indifference on the part of any consider- 
able number of precinct committeemen would be 
fatal to the success of a political campaign. The 
precinct committeeman promotes registration 
and he gets out the vote. He keeps his sen- 
sitive fingers on the public pulse. He reports 
his findings to the party leaders. He is the 
cornerstone upon which political parties are 
built and without which the structure of party 
action and party achievement would crumble. 

All successful political action under our form 
of government operates on the same principle. 
The chosen representatives of an organization 
can attain victory in a legislative program only 
with the aggressive support of the rank and 
file of the membership. This is equally true 
of the medical profession, the C. I. O., the 


This paper was prepared for the Secretaries’ Conference An- 
nual Meeting, May, 1938, but was not presented because of 
lack of time. 
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American Legion, the educators, the social work- 
ers or any other group. There must be a com- 
mon purpose buttressed and lifted up on the 
strength of common and united effort. 

In organized medicine as in political parties 
and all other groups, the position of the officers 
and other representatives is no stronger than 
the expressed will of the individuals who make 
up the membership of the Jocal units. This is 
particularly true with respect to legislative mat- 
ters. The American Legion gets what it wants 
from Congress and from State legislatures be- 
cause the officers of that valiant organization 
enjoy the solid confidence and active support 
of the membership in every city, hamlet and 
village throughout the country. Local posts of 
the Legion conform almost unanimously with 
the policies, the principles and the programs laid 
down and promoted by the National organ- 
ization. 

The militant Committee on Industrial Or- 
ganization carried labor into a commanding 
position with respect to national legislation be- 
cause the leadership enjoyed the solid and un- 
compromising support of the locals which sprang 
up throughout the nation. The support of that 
group, more than any other, is responsible for 
the Social Security Act. A large membership, 
a common purpose, unanimity on policies and 
program, immediate and vigorous response of 
local units and individuals to the request for 
action by the chosen representatives and an alert 
leadership are the factors responsible for the 
political ascendancy of labor through the C. I. O. 

Opportunities to influence legislation are open 
to the medical profession on the same basis. 
Legislative representatives of the profession, no 
matter how able and alert, can succeed signif- 
icantly only with the united and active cooper- 
ation of the local societies and the individual 
members. Membership in the local societies is 
therefore fundamental and of paramount impor- 
tance. In this respect the secretary of the 
county society is like the precinct committee- 
man in a political party. He must get out the 
vote in the form of memberships in order to 
place the medical profession in a position to in- 
fluence legislation to any significant degree. 

A strong membership in a local society is ef- 
fective, however, so far as the general interests 
of the profession are concerned, only to the de- 
gree to which the society conforms with the 
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principles and policies established by the State 
society and National association. Division on 
fundamental principles and policies is fatal to 
the general legislative program of any group. 
This has been demonstrated in recent months 
by wildcat strikes in the ranks of labor. The 
National legislative program of the C. I. O., as 
well as the political prestige which the leaders 
of that group had acquired, was greatly impaired 
by unauthorized strikes instituted by local units, 
Political leaders and the public alike lost con- 
fidence quickly in the authority of the officers 
and representatives as spokesmen for the rank 
and file. The result was a modification of the 
attitude of political leaders toward labor and a 
more cautious tendency to follow the advice and 
counsel of the C. I. O. Today it would be much 
more difficult to get through Congress a labor 
bill of radical complexion than a year or two ago. 

The American Medical Association develops 
the policies for the medical profession throughout 
the country. These policies are based upon what 
the delegates and officers believe to be the best 
interests of the public and of the profession 
from the medical point of view. When these 
policies conflict or appear to conflict with local 
interests, the wise procedure of local societies 
would be to seek the counsel and advice of the 
State Society before taking public action con- 
trary to established policies. Otherwise the pres- 
tige of the spokesmen for the State Society is 
impaired and their work, particularly of a leg- 
islative character, is made more difficult. 

The legislative subject of overshadowing in- 
terest to the profession at the moment is the 
matter of socializing the practice of medicine, 
Senator Wagner, author of most of the reform 
legislation enacted by Congress during recent 
years, has introduced a resolution calling for 
a study of the needs for extending medical care 
to the impoverished. This measure, which car- 
ries an appropriation of $50,000, is now before 
Congress. It is the most recent of numerous 
proposals of the same general character which 
have been up for consideration in the imme- 
diate past. This is fresh evidence that the sub- 
ject of socialized medicine will be allowed to 
neither die nor slumber until some satisfactory 
solution of the problem takes place. 

The American Medical Association has already 
inaugurated a study of the medical needs and 
the medical facilities of the nation. National 
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in scope, it promises to be the most comprehen- 
sive, the most practical and the most useful of 
any study ever undertaken or proposed in this 
field. It contemplates obtaining a report from 
every practicing physician and dentist in the 
United States. It proposes to obtain reports 
on all hospitals, health departments, voluntary 
agencies and all other institutions and organiza- 
tions that undertake to provide medical care for 
the impoverished or needy. The success of this 
study will bring together a wealth of informa- 
tion never before equaled in magnitude and re- 
liability. It will provide a solid foundation upon 
which to evolve a sound, practical and satisfac- 
tory program of extending medical care in the 
best possible way from every point of view. 

Every county society and every individual 
physician will be asked to participate in this proj- 
ect. A better opportunity for aiding your legis- 
lative. committee has seldom before presented 
itself. The hearty cooperation of county so- 
cieties and of individual physicians in this study 
will strengthen as nothing else has the posi- 
tion of the profession with reference to social- 
ized medicine and all other problems concerned 
with medical care. The information so assem- 
bled: will give to the representatives of organized 
medicine the unimpeachable ammunition with 
which to fight for or against any proposed legis- 
lation in the field of medical economics. 

It is impossible and even undesirable to at- 
tain complete uniformity of thought and action 
in the medical profession on any socio-medical 
subject. General agreement can and must be 
reached, however, on fundamental principles in 
order that leadership in medical matters may be 
reposed in medical hands. The successful exe- 
cution of the study will make this possible. 

The successful politician is endowed with a 
superior talent for inspiring confidence in him- 
self. He has a talent for getting done the things 
which his constituents wish to be done. He is 
therefore extremely sensitive to what the folks 
back home have to say. Concerning legislative 
matters, therefore, the medical profession must be 
vocal everywhere and they must say essentially 
the same things. In no other way under our 
form of government can any profession or any 
group command in legislative halls the respect 
and consideration which is rightfully theirs. 
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THE DIAGNOSTIC AND PROGNOSTIC 
VALUE OF THE ERYTHROCYTE SEDI- 
MENTATION RATE IN GENERAL 
PRACTICE 
J. B. Stokes, M. D. 


PONTIAQ, ILLINOIS 


While the erythrocyte sedimentation test is not 
infallible, and while all of the ills to which the 
human body is heir are not accompanied by tox- 
emia, it is a fact, nevertheless, that many of the 
complaints which a physician is called upon to 
diagnose and to treat are associated with a vari- 
able degree of toxemia. In proving or disproving 
the presence of toxemia in such cases, as well as 
in determining the degree of toxemia, in verify- 
ing the progress of the patient, and, often, in 
recognizing complications there is probably no 
single test that requires as little experience, con- 
sumes as little time, and necessitates as little 
extra equipment as does determination of the red 
cell sedimentation rate. Although total white 
and Schilling counts are still necessary in sonve 
cases it has been my observation that the sedi- 
mentation test will, in great measure, eliminate 
the necessity of these counts. In fact, Bannick, 
Gregg, and Guernsey’ state that the sedimenta- 
tion rate is often a more accurate guide as to the 
activity of a disease process than is a white count. 
With this opinion I agree. And, while I realize 
the significance of a left shift in the Schilling or 
of a decrease in lymphocytes and an increase in 
monocytes (or vice versa), in dealing with tu- 
berculosis, I am usually willing to assume that a 
decrease in the sedimentation index, with associ- 
ated clinical improvement, generally indicates 
that the patient is responding favorably to treat- 
ment. In fact, this opinion is held by many who 
treat tuberculosis and most of the tuberculosis 
sanatoria do erythrocyte sedimentation tests 
routinely. In connection with the value of the 
sedimentation test in the treatment of tubercu- 
losis, McGee feels that, where the sedimentation 
rate does not parallel the clinical course, it is 
better to rely on the change in the sedimenta- 
tion index than on clinical impression.?® I, too, 
am of the opinion that greater dependence can 
be placed upon the sedimentation test than on 
the clinical picture. In fact, in accuracy, the 
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red cell sedimentation index, according to Cutler? 
and my own experience, rates about 94%. 

However, the sedimentation test is not specific, 
and, as we will see later, there are many acute 
and chronic illnesses, as well as other abnormal 
processes, in which the sedimentation rate is in- 
creased. While the cause of an accelerated sedi- 
mentation index is usually discovered without 
difficulty, there are cases in which the source of 
toxemia is difficult, or even impossible, to find.’ 
But, in the presence of a significant increase in 
the erythrocyte sedimentation rate, the physician 
can feel sure that some abnormal process exists.’ 
In fact, pregnancy is the only physiologic process 
which produces a significant acceleration of the 
sedimentation index. Contrary to the opinion 
of some, my observation has been that menstrua- 
tion has no effect on the sedimentation rate. 

While, as stated, an increased sedimentation 
index tells us that some abnormal process exists, 
the reverse is not true. There are, in fact, prob- 
ably a number of disease processes in which a 
normal sedimentation rate will be found. A well 
walled-off tuberculous lesion even in the presence 
of cavitation and positive sputum will be accom- 
panied by a normal, or nearly normal, sedimen- 
tation index. In many moribund tuberculous 
patients I have observed, also, that the sedimen- 
tation rate may return to normal, or practically 
normal, a few days before death. And, although 
I see very few nephritic cases, I have noted in 
the small number that I have had under my ob- 
servation that the sedimentation index is not ac- 
celerated. 

On the other hand, as previously pointed out, 
the sedimentation rate is increased in many acute 
and chronic illnesses as well as in other abnor- 
mal processes. Therefore, an accelerated sedi- 
mentation index may be expected in influenza, 
well-developed pneumonia,” * rheumatic fever," 
infectious atrophic arthritis,‘ acute cholecystitis,’ 
acute appendicitis with rupture,® in some cases 
of acute pelvic inflammatory disease,> in some 
cases of malignancy,’ and, as stated above, in 
most actice tuberculous cases. 

In influenza and broncho- or lobar-pneumonia 
there will be a moderate to marked increase in 
the sedimentation rate and, as the patient im- 
proves, the sedimentation index will gradually 
return to normal. It may, however, require a few 
weeks after the disappearance of acute symptoms 
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for the rate to again reach normal. At any rate, 
failure of the sedimentation index to decrease, or 
a sharp rise, when the patient is supposedly im- _ 
proving, is very suggestive of the development of 
some complication. 

Similarly, a moderate to marked increase in 
the sedimentation rate may be expected in rheu- 
matic fever and, as the patient improves, the rate 
will return to normal. As is true of influenza 
and of pneumonia a rising sedimentation index 
during the course of this illness or a failure of 
the rate to return to normal within a reasonable 
period of time is very suggestive of some compli- 
cation, such as pericarditis. In rheumatic fever, 
Bannick, Gregg, and Guernsey? regard the 
erythrocyte sedimentation test as the most accu- 
rate guide of activity and they state, also, that 
considerable time after the disappearance of fever 
and joint symptoms may be required for the sedi- 
mentation index to return to normal. They feel, 
too, that the patient should remain quiet until the 
rate is again practically normal, thereby mini- 
mizing the possibility of complications.’ 

A moderate increase in the sedimentation rate 
is usually seen in infectious atrophic arthritis, 
and this fact may make the sedimentation test of 
value in differentiating this condition from sim- 
ple hypertrophic arthritis. In the latter the 
sedimentation index is, according to Bannick, 
Gregg, and Guernsey, rarely accelerated.* 

Bannick, Gregg, and Guernsey state, also, that 
in acute cholecystitis the erythrocyte sedimen- 
tation test provides a reliable guide as to the ac- 
tivity of the disease process. To quote these 
writers: “The fever and leukocytosis may have 
subsided, and the abdominal tenderness and rig- 
idity may have markedly diminished; but if the 
sedimentation rate remains elevated the surgeon 
can anticipate considerable activity.”1 They fur- 
ther state that “If the sedimentation rate, in- 
stead of gradually falling begins to rise, the sur- 
geon can suspect some complicating factors which 
may require prompt surgical intervention.” 

In acute uncomplicated appendicitis Lesser 
and Goldberger® and Bannick, Gregg, and Guern- 
sey® have found that the erythrocyte sedimenta- 
tion index is not increased. The sedimentation 
test may be of value, therefore, in differentiating 
acute appendicitis without rupture from other 
acute abdominal and extra-abdominal conditions 
which may simulate other abdominal disorders.® 
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Fig. 1A 
I. Horizontal line 
II. Diagonal line 
III. Diagonal curve 
IV. Vertical curve 
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However, where perforation has occurred, the de- 
velopment of peritonitis or of an appendiceal 
abscess will be followed by acceleration of the 
sedimentation rate.® 

In most cases of acute pelvic inflammatory dis- 
ease it has been found that the sedimentation in- 
dex is increased.®»® Therefore, the sedimenta- 
tion test may aid in the often rather difficult task 
of differentiating an acute unruptured appendix 
from acute pelvic inflammatory conditions.° 

Determination of the sedimentation rate may 
be of value, also, in differentiating benign from 
malignant conditions.* While the sedimentation 
test cannot be relied upon entirely in this differ- 
entiation, it has been my observation that the 
sedimentation index is usually markedly accele- 
rated in malignancy.* However, my experience 
with the sedimentation test as an aid in the diag- 
nosis of malignancy has been limited to broncho- 
genic carcinoma. In these cases I have noted that 
sedimentation rates are usually much higher 
than those seen in most active tuberculous dis- 
ease. 

As previously stated, sedimentation tests are 
done routinely in most of the tuberculosis sana- 
toriat and, in my observation, this test has defi- 
nite value in tuberculosis institutions as well as 
in general practice. In most cases of active tu- 
berculous disease a moderate to marked increase 
in the sedimentation rate will be noted, and, as 


the patient improves, the sedimentation index 
gradually returns to normal. On the other hand, 
where the patient does not respond satisfactorily 
to treatment the sedimentation rate will either 
not decrease significantly or, at least, it will not, 
as a rule, return to normal. However, there are 
tuberculous cases in which the sedimentation in- 
dex does not decrease as much as would be ex- 
pected with the clinical improvement that the 
patient is making. In such cases we are justified 
in assuming that some focus of absorption per- 
sists in spite of improvement in the patient’s con- 
dition. It should also be mentioned that the de- 
velopment of an acute pleural effusion is almost 
always associated with a marked increase in the 
sedimentation index, but if the fluid does not be- 
come purulent a return of the sedimentation in- 
dex to normal, or nearly normal, usually occurs 
within a few weeks after the acute symptoms 
have subsided. 

I have seen, also, one tuberculous case in 
which the sedimentation rate was moderately in- 
creased, and the sputum positive for tubercle ba- 
cilli, but in which x-ray findings were negative. 
Although this was entirely speculative, pneumo- 
thorax was instituted on the right and the 
sputum became negative. And, in addition, the 
sedimentation index returned to normal within 
several weeks. 

The sedimentation test will also be found a 
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Fig. 2A 
Tuberculous disease involving 
right middle lobe. 





Fig. 2B 
Same patient with satisfac- 
tory collapse of right lung. 
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Cutler graphic chart of same 
case. Note marked reduction in 
toxemia following institution of 
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diagnostic aid in two other important groups of 
cases. The first of these are patients who have 
some pathology but who are without subjec- 
tive or objective symptoms. As an example may 
be cited tuberculous cases who claim, at least, to 
be asymptomatic. Another illustration would be 
the utilization of the sedimentation test as a part 
of our examinations of cases in out-patient 
clinics and of large or small groups such as fac- 
tory employees. A significant increase in the 
sedimentation rate in such cases tells us that 
some abnormal process is present. 

In the second group are hypochondriacs and 
other patients who feign symptoms. In these 
cases a normal index gives us reasonable assur- 
ance that no infectious process, or toxemia, exists. 

While there are several methods for determina- 
tion of the erythrocyte sedimentation rate I have 
used Cutler’s 1 c. c. technique for years and I 
have found it entirely satisfactory.2 Anyway, 
the adoption of some one method of doing the sedi- 
mentation test would prevent the confusion aris- 
ing from the employment of different techniques. 

However, irrespective of the method utilized, 
determination of the sedimentation index is de- 
pendent upon the rate of fall of the erythrocytes. 
The rapidity with which these cells drop has been 
found to be determined, in great measure, by the 
composition of the plasma rather than by the red 
cells themselves. Where the sedimentation rate 
is increased it has been noted, also, that there is 
an alteration of the albumin-globulin ratio, there 
being a decrease in albumin and an increase in 
globulin.? Because of the fact that a marked re- 


duction in the number of erythrocytes may influ- 
ence the sedimentation index the corrected sedi- 
mentation rate has been utilized to some extent.® 
However, in actual practice, the error is so small 
that correction is seldom necessary. In fact, 
even in the presence of anemia, McGee advises 
against an attempt to correct for this condition, 
his opinion being that the anemia is a part of the 
clinical picture.® 

At any rate, in preparing to do erythrocyte 
sedimentation tests very little equipment other 
than a luer and needle is necessary. The addi- 
tional equipment that will be needed will be a 
few Cutler 1 c. c. sedimentation tubes, a tube 
rack, some 3 per cent. unsterile sodium citrate, 
and, if desired, Cutler graphic sedimentation 
charts.? 

In the sedimentation tube is placed .1 c. c. (or 
slightly more, not less) of sodium citrate. The 
tube is then filled to the zero mark with the pa- 
tient’s blood and agitated gently until the citrate 
and blood are well mixed. Improper mixing will 
result in clotting and make it necessary to repeat 
the test. 

Since the sedimentation rate is increased by 
heat and decreased by cold, the tubes should be 
kept at a temperature of approximately 70 or 80 
degrees Fahrenheit while readings are being 
taken. This requirement is usually met without 
difficulty, but during warm summer weather it is 
advisable to put the rack and tubes in a cool 
place such as a basement or, for that matter, a 
small water-cooled compartment may be built for 
that purpose at a very small cost. 
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In accordance with Cutler’s technique? I at 
first read these tests at five minute intervals for 
the first half hour and every ten minutes for the 
last thirty minutes. However, unless one wishes 
to demonstrate the line or curve graphically such 
frequent readings are, in my opinion, unneces- 
sary. For that reason I next began taking read- 
ings every fifteen minutes, and now I read the 
test only once—at the end of one hour. Here, I 
should state, also, that where it is inconvenient 
to read the test at the end of the first hour the 
tube may be re-agitated and read even ten or 
twelve hours later without any appreciable change 
in the sedimentation rate. 

When graphic charts are used, readings taken 
at, say, ten or fifteen minute intervals may be 
indicated on the chart in their respective places. 
A line drawn through these points will represent 
graphically what Cutler? refers to as the line or 
curve for that particular patient. According to 
Cutler,” the lines or curves thus formed may be 
classified as follows: 

1. The horizontal line, or normal, denoting 
absence of toxemia. 

2. The diagonal line, indicating a slight de- 
gree of toxemia. 

3. The diagonal curve, indicating a moderate 
degree of toxemia. 

4, The vertical curve, indicating a severe de- 
gree of toxema. 

(See figure 1A) 
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The first of these, the horizontal line, is, as 
stated above, normal and, for the line to be a 
horizontal one, the total fall in one hour should 
be eight mm., or less for the male, and ten mm., 
or less for the female. Therefore, readings within 
these normal ranges eliminate the absorption of 
toxin from any soyree. However, sedimentation 
rates which exceed these normal limits indicate 
the degree of toxemia or cell destruction. Where 
the sedimentation index is increased the degree 
of toxemia may, as previously stated, be classed 
as slight, moderate, or marked. A sedimentation 
rate above normal and not exceeding 15 or 16 
mm. denotes a slight toxemia and corresponds to 
what Cutler? designates “the diagonal line;” 
from 16 or 17 to 24 or 25 mm. indicates a moder- 
ate degree of toxemia and, in turn corresponds to 
Cutler’s “diagonal curve;” and sedimentation 
rates above 26 or 27 mm, are evidence of marked 
toxemia and the curve is usually a vertical one. 
High sedimentation rates, particularly those 
above 27 or 28 mm. are generally seen in very 
sick patients. 

Although a sedimentation index of 10 mm. or 
less is considered normal for the female I have 
found that rates of 14 or 15 mm. are sometimes 
observed in seemingly normal women and appar- 
ently are not necessarily pathologic. In senile 
patients of either sex I have observed, also, that a 
slight increase in the sedimentation index is often 
of little or no significance. Therefore, the sedi- 
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mentation test must be intepreted in connection 
with other clinical and laboratory evidence. 

While graphic charts are impressive and while 
some feel that the type of curve is important they 
are not, in my opinion, necessary. For that rea- 
son I now use no special laboratory sheet for sedi- 
mentation tests. In fact I have long since begun 
recording sedimentation rates in the easiest pos- 
sible way; simply putting down the date, the 
name of the test, and the reading at the end of 
one hour. 

A few cases will show, first, that the sedimen- 
tation index usually coincides with the condition 
of the patient and his or her clinical progress ; 
and, second, that the simplest and least time con- 
suming method of recording sedimentation rates 
seems to be satisfactory. 

Case 1. This patient had a sedimentation index of 
6 mm. 5-18-34. On 9-9-34 he developed an acute 
bronchopneumonia with the usual symptoms, his tem- 
perature reaching 103. A sedimentation test was taken 
9-11-34 and his rate was 23 mm. However, he made 
satisfactory progress and his rate was 8 mm., or again 
normal, 10-30-34. Figure 1B shows a regular Cutler 
graphic chart of this case and in figure 1C we see the 
same sedimentation indices recorded in the simplest and 
least time consuming manner. 

Case 2. This patient had pulmonary tuberculosis, his 
involvement being the right middle lobe, as we see in 
figure 2A. His sedimentation rate at that time, 8-13-34, 
was 26 mm. Pneumothorax was instituted, as we see 
in figure 2B, and he made excellent progress. In fact, 
his graphic chart, figure 2C, shows a sedimentation 
index of 25 mm. on 9-19-34 and 8 mm., or normal, 
10-5-34, Incidentally, these rates could have been 
recorded more easily, as is shown in figure 1C. 

Case 3. This case is one of bronchogenic carcinoma, 
the diagnosis of which was verified by autopsy. In 
figure 3A is shown a film of the chest of this patient 
and in figure 3B we note the high sedimentation rate 
which is often seen in malignancy. 


SUMMARY AND CONCLUSIONS 


1. While the erythrocyte sedimentation test 
is not infallible or specific it is, nevertheless, a 
simple method of proving or disproving the pres- 
ence of toxemia, of verifying the progress of the 
patient, and of recognizing complications, 

2. Although the sedimentation test does not 
displace the total white and Schilling it is often 
a more accurate guide as to the activity of a dis- 
ease process than is a white count. 

3. <A significant increase in the sedimentation 
rate, except in pregnancy, tells us that some ab- 
normal process exists and the source of toxemia 
ean usually be found without difficulty. 
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'4, The sedimentation index is accelerated in 
many acute and chronic illnesses as well as in 
many other abnormal processes. Among the 
causes for an increased rate are pneumonia, tu- 
berculosis, infectious arthritis and malignancy. 

5. However, the sedimentation rate is not in- 
creased in acute uncomplicated appendicitis. For 
that reason the sedimentation test may be of 
value in differentiating an acute unruptured ap- 
pendix from other acute abdominal and extra- 
abdominal conditions. 

6. In the treatment of an acute infectious 
process such as pneumonia or rheumatic fever a 
failure of the sedimentation rate to decrease, or 
a sharp rise in the index, is very suggestive of 
the development of some complication. 

7. The sedimentation test may be an aid in 
differentiating infectious atrophic arthritis from 
the simple hypertrophic form, the rate being as 
a rule normal in the latter. 

8. This test may help us to differentiate ma- 
lignant from benign processes. 

9. The sedimentation test is done routinely 
in most tuberculosis sanatoria. 

10. It will help, also, to differentiate cases 
who have pathology, but who are without symp- 
toms, from those who feign symptoms. 

11. This test is not, in my observation, af- 
fected by menstruation. 

12. There are several methods of determining 
the sedimentation rate, but Cutler’s 1 c. e. tech- 
nique seems entirely satisfactory and there would 
be an advantage in the employment of some one 
method of doing this test. 

13. The rate of fall of the red cells is depen- 
dent upon the composition of the plasma rather 
than upon the erythrocytes themselves. When 
the sedimentation index is increased there is a 
decrease in albumin and an increase in globulin. 

14, While a marked degree of anemia may 
influence the sedimentation rate correction of 
the index for this condition is not necessary. 

15. In preparing to do the sedimentation test 
the only additional equipment that will be needed 
will be sedimentation tubes, a tube rack, and 3 
per cent. sodium citrate. 

16. One-tenth c. c. of sodium citrate is placed 
in the tube which is filled to the zero mark with 
blood and agitated gently until well mixed, 

1%. The tubes should be kept at a tempera- 
ture of approximately 70 or 80 degrees while 


being read. 
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18, Only one reading need be taken—at the 


end of one hour—and, if inconvenient to read 
the test at that time the tube may be reagi- 
tated and read ten or twelve hours later without 
an appreciable change in the rate. 

19. Graphic charts are not, in my opinion, 
necessary, it being easier and equally satisfac- 
tory simply to record the date and hour reading. 

20, Normal sedimentation rates are 8 mm. 
or less for the male and 10 mm. or less, for the 
female. However, rates of 14 or 15 mm. are 
sometimes seen young 
women and in senile patients of either sex. 

21. Sedimentation indices which are above 
normal indicate the degree of toxemia which may 
be slight, moderate, or marked. 

22, Rates that are above normal and not ex- 
ceeding 15 or 16 mm. indicate a slight degree of 
toxemia; from 17 mm. to 25 mm. denote a mod- 


erate degree of toxemia; and rates which are 


above 26 or 2% mm. are evidence of a marked 
toxemia, 


in apparently normal 


23. A normal or nearly normal sedimenta- 


tion index may be seen in moribund tuberculous 


cases. 


24. Tuberculous disease that is well walled- 
off will not increase the sedimentation rate. 


25. While there is little chance of error in 


doing the sedimentation test, if the rate does not 
coincide with the clinical picture repetition of 
the test is advisable. 


26. The sedimentation test is, in my opinion, 
a valuable diagnostic and prognostic aid and it 


should be utilized by every physician. 


REFERENCES 
1. Bannick, E. G., Gregg, R. O., and Guernsey, C. M.: 


J. A. M. A., 109: 1260, 1937. 

2. Cutler, J. W., and Cohen, Louis: Amer, Rev. of Tuber., 
21: 347, 1930. 

3. Gallagher, J. R.: Amer. Jour. Med. Scien., 188: 454, 
1934, 

4. Bannick, E. G., Gregg, R. O., and Guernsey, C. M.: J. 
A, M. A., Ibid, 1261, 

5S. Bannick, E. G., Gregg, R. O., and Guernsey, C. M.: J. 
A, M. A., Ibid, 1262. 


6. Lesser, A. and Goldberger, H. A.: Surg. Gyne. and 
Obst., 60: 166, 1935. 


7. Keith, H. M.: Can. Med. Jour., 31: 644, 1934. 


8. Friedman, Samuel: Amer. Rev. Tuber., 29: 198, 1934. 


9, McGee, W. Ambrose: J. A. M. A,, 110: 719, 1938. 


10. McGee, W. Ambrose: J. A. M. A., 110: 720, 1938. 





March, 1939 


DISCUSSION 


Dr. Seymour J. Cohen, Chicago: Dr. Stokes gave 
a very interesting review of the subject of the sedimen- 
tation rate as applied to genera) medicine. He has 
presented the subject matter very clearly and thoroughly, 

My experience with the sedimentation test has been 
chiefly in tuberculosis, For the past four or five years 
we have used this test routinely on all the patients 
admitted to tthe Municipal Tuberculosis Sanitarium in 
Chicago. 

I think that Dr, Stokes, in using the Cutler method 
has chosen the simplest and best method for determin- 
ing the sedimentation rate, However, we have modified 
the technic slightly in that we take only two readings, 
one at the end of fifteen minutes and one at the end 
of thirty minutes instead of an hour. 

The chief value of the sedimentation test is to deter- 
mine how rapidly the blood falls in the shortest period 
of time. 

Cutler and other investigators on this subject have 
shown that there are three distinct phases in the sedi- 
mentation rates. The first phase is called the clumping 
phase which lasts about five to ten minutes, During 
this time the individual’s red blood cells clump together 
because the individual cell settles, if at all, very, very 
slowly, and in order to fall they must form little 
clumps of cells, The second phase is the sedimentation 
phase which lasts from ten to thirty or forty minutes. 
In this phase the real value of the test lies, The 


third phase is the stage of packing when the cells pack 
together according to their cell volume. 


If one reviews the sedimentation curves as seen 
in the literature, it will be noted that the greatest fall 


occurs in the first thirty minutes, and after that the fall 
is more or less gradual. Therefore, 1 think that more 


information is obtained in using the thirty minute period 


of time than the hour. 


I quite agree with Dr. Stokes that there is no need 


to correct the sedimentation rate for anemia. The 
majority of the patients that we see at the Sanitarium 
have a red count around four million per cubic milli- 
meter. In those cases with marked anemia the test 
has no value whatsoever. 

The mechanism of the fall of the red blood cells 
in the plasma is not definitely known. There are many 
theories, The most commonly accepted one is that the 
rate of the fall of red blood cells is proportional to 
the increase of fibrinogen in the blood or to an increase 
of the albumin-globulin ratio in the blood. 

The sedimentation test is chiefly valuable as a prog- 
nostic index in chronic diseases, and as an index of 
activity in pulmonary tuberculosis. 


In chronic diseases, such as tuberculosis, if one re- 
peats the test at frequent intervals, one learns much 


about the progress of the disease, especially if the find- 
ings of the test are coordinated with other laboratory 
physical findings. 

The sedimentation rate is one of the few laboratory 


tests at our command that gives us a tangible method 


of determining activity in pulmonary tuberculosis. 
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KATIONALIZATLON OF PRE- AND POST- 
OPERATIVE TREATMENT OF ABDOM- 
INAL SURGICAL CONDITIONS 


Guy S. Van ALstyNE, M, D, 
CHICAGO 


Let us begin with the patient’s entrance into 
the hospital, follow him to the operating table, 
omit the operation itself, but give our attention 
to him again the moment the operation is com- 
pleted and follow through to the day of discharge 
when he receives his final instructions. 

Some of us can still recall rather vividly the 
pre-operative preparation of former days when 
the patient was admitted two or three days ahead, 
put to bed, starved and purged, tnoroughly de- 
hydrated, and then operated upon. This pro- 
cedure has now been practically reversed: food 
is not withdrawn for more than twelve hours, 
fluids are replaced instead of forbidden, and a 
simple cleansing enema is given the preceding 
evening. The patient must be admitted early 
enough so that all preparations can be com- 
pleted in time to allow a full night’s rest. Even 


though, in operations of election, the case has 


been thoroughly studied in the surgeon’s office, 
still the routine blood counts and urine analysis 
must be made, the operative field prepared, the 
history taken, and the physical examination made 
and recorded by the intern. Patients, however, 
find it difficult to understand why they must en- 


ter the hospital early in the afternoon when no 


one does anything for them or to them until 
late after the evening meal. An enema given 
at 11 P. M. is not conducive to peaceful slumber. 

It is usually well to give a simple cleansing 
enema the night before, but certainly never on 
the morning of operation. A morning enema 
puts the bowels in a state of unrest during the 


operation and causes increased “gas pains” post- 
operatively. One of the barbiturates, early 


enough to produce its effect by ten o’clock, should 
be given if there is any question about the pa- 
tient’s ability to go promptly to sleep and to 
remain asleep. I find two allonal tablets given 
at eight P.M. satisfactory. The order should 
not be written: “Give if needed for sleep.” If 
this is done, the nurse will wait until midnight 


to see if the patient will fall asleep naturally, 
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then if he does not, will give the sedative at that 
time, producing sleep, if at all, at two or three 
o'clock in the morning. 

Hair should be removed far enough from the ~ 
field of operation to allow adhesive plaster to 
be placed on hairless skin, This precaution is 
frequently overlooked, especially in 
hernia operations and in males with hairy backs 
and buttocks. A good rule is to order all prep- 
arations for abdominal surgery to extend from 
the nipples to the juncture of the upper and mid- 
dle thirds of the thighs and well around on 
the back, and always to include the pubic and 
anal regions. 

A light or soft supper should be ordered. 


Digestion is not at its best when one is antici- 


pating a surgical operation. I have seen post- 
operative vomitus contain the food eaten for 


inguinal 


luncheon of the day before, which normally 
should have been thoroughly digested and out of 
the stomach in four to six hours. If the patient 
is at all dehydrated from previous vomiting or 
hemorrhage, fluids should be fully restored pre- 
operatively ; by mouth if possible, otherwise par- 
enterally. Hypodermoclysis or venaclysis may 
be given during the operation. Lactose in fruit 
juices or glucose into the vein or under the skin 
as prophylaxis against liver insufficiency, with 
blood transfusions in severe anemias, are proper 
procedures. 

The choice of anesthetic and preoperative med- 
ication should largely be left to the judgment 
of the anesthetist, if a physician, especially the 
dosage and time of administering the latter. 1 
personally favor scopolomine with morphine. 
The patient is then usually asleep when brought 
into the operating room, or at least in a “I-do- 
not-care-whether-school-keeps-or-not” state. The 


amnesia produced is also a post-operative aid. 


Psychotherapy, at least in a negative way, should 
be practiced; at least nothing should happen 
that might add to the patient’s apprehensions 
and anxieties. The following is a vivid illustra- 
tion of how not to manage an anesthetic: A 
woman needing a simple abdominal operation in- 
sisted upon going to a strange hospital because 
of its nearness to her home. This patient was 
very neurotic, hypersensitive, and extremely ap- 


prehensive. To minimize her alarm I arranged 
a definite plan with the anesthetist the day be- 


fore: she was to go to the patient’s room in the 
morning and say: “I am going to give you your 
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enema,” then give an avertin anesthetic. The 
patient would go, unconscious, to the operating 
room and all would be well. The next morning, 
however, before making the incision, I observed 
the patient’s eyelids flutter. I spoke to her and 
she answered. It was necessary to resort to gas 
and finally to ether to bring about complete 
anesthesia. Later I found that the anesthetist, 
instead of following my instructions, had rushed 
into the room, enema can in hand, and finding 
the patient out of bed, had “bellowed” at her: 
“Get back into bed; I’ve got to give you your an- 
esthetic.” The patient, never having heard of a 
rectal anesthetic and knowing nothing of my 
attempted subterfuge, became so disturbed that 
the avertin was not retained and my carefully 
laid plan came to naught. 

Sufficient help should be present to transfer 
the patient with great care and gentleness from 
the bed to the cart, the cart to the table, and 
especially, because while under an anesthetic the 
patient’s muscles cannot defend, from the table 
to the cart and the cart to the bed. I recall one 
patient who complained of severe sacro-iliac pain 
immediately on awakening and for days after- 
wards. Many discussions of this have appeared 
in the literature. 

Avoid loud talking and other disturbing noises 
during induction of anesthesia; especially avoid 
handling and moving the patient in this stage. 
The same caution holds for the waking period. 
Dressings should not be applied while conscious- 
ness is returning. The patient will retain these 
pre- and post-anesthetic impressions and swear 
that the surgeon began the operation before he 
was asleep or that he was not asleep at all and 
felt everything, and he will persist in secretly 
believing this despite profuse explanations. 

At least all pelvic cases should be catheterized 
just before operation. 

Post-operative Care. Adhesive plaster strips, 
applied to retain the dressings, should reach well 
past the curve of both sides of the body to give 
proper support. Alton Ochsner suggests that 
they should completely encircle the body. Sud- 
den vomiting, coughing, or sneezing produces a 
sudden terrific increase in intra-abdominal pres- 
sure. Straps applied properly help defend 
against this violent force; those merely lying on 
the surface do not. I believe that all post-oper- 
ative separations of abdominal wall wounds occur 
in the first day or two, and usually from these 
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forces, even though they are not discovered for 
days or even months afterwards. 

Patients having had abdominal operations, 
even though their anesthetic has been gas, local, 
or spinal, are not usually ready to take even 
water by mouth for the first twenty-four hours. 
There is present a degree of paralytic ileus from 
exposure and handling. Parenteral fluids should 
be given during this period by hypodermoclysis 
or venaclysis. The first is automatic; the pa- 
tient will absorb it only as fast as the body needs 
it. I had one patient who took 3,000 cc. in one 
and one-quarter hours. Venaclysis has no such 
automatic safety valve and may be crowded, to 
the detriment of the patient’s circulation. Spec- 
ify that these fluids be spaced equally through- 
out the first twenty-four hours rather than allow 
all to be given during the first four to six hours, 
then none for the next eighteen. The patient 
will complain less of thirst if this plan is fol- 
lowed. Alternate 5 per cent. glucose solution, 
1,000 ce. with physiological salt solution, 1,000 
ec. Never give 5 per cent. glucose in physiolog- 
ical salt solution by hypodermoclysis, since this is 
& hypertonic solution. Maddock and Collar 
(Water Balance in Surgery, J. A. M. A., 108: 1, 
1937) have shown that post-operative patients 
need around 7,000 cc. of fluid during the first 
twenty-four hours, to replace that lost through 
bleeding, respiration and perspiration. The av- 
erage patient will absorb only from three to four 
thousand cc. if given under the skin. The 
amount they absorb is probably the amount they 
need, despite these statistics. 

I have always argued against overheating the 
post-operative patients. Body temperature must 
be maintained but they do not need a turkish 
bath. The paper to which I have just referred 
demonstrated that body fluids were first lost by 
respiration and perspiration, lastly by way of 
the kidneys. Its authors urged that we do away 
with “the old-fashioned post-operative ‘ether 
bed.’” Fresh air is of vital importance to pa- 
tients recovering from an anesthetic—fresh air 
but not a direct draft. Yet I know surgeons 
who bottle up patients routinely for three days 
no fresh air, many blankets, no baths, and 
they do this even in July! 

Although IT feel strongly that no routine plan 
can exist for post-operative care—that each case 
must be individualized—the diet for the average 
patient for the second twenty-four hours can usu- 
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ally be ordered as follows: “Tap-temperature 
water and hot tea as freely as tolerated; supple- 
ment with parenteral fluids to equal 3,000 cc. of 
total fluids for the next twenty-four hours.” For 
the more serious abdominal cases 1 feel that a 
leap from “surgical” to “nourishing” liquids is 
rather abrupt. I also feel that patients at this 
stage do better on small amounts every three 
hours than on larger amounts three times a day. 
So for the third day I order: “Sofkurd milk; 
cooked farina or cream of wheat gruel, thinned 
with “Sofkurd” milk; thin, non-greasy broths, 
and emphasize the “NON-greasy.” Grease often 
has a rancid taste and at best is nauseating to 
the patient recently operated on. “Sofkurd” milk 
is not a solid food as is the untreated whole 
milk. Cereal gruels should really be “gruels,” 
fluids capable of being poured through a nursing 
nipple with holes enlarged to the size of a hat- 
pin. Rotate these three articles, feeding small 
amounts every three hours, and give, in addition, 
water, tea, and very dilute fruits juices (undi- 
luted cause gas pains) as freely as tolerated be- 
tween feedings. On the fourth post-operative 
day, in the average case, one can order “nourish- 
ing liquids;” the next day, “soft,” then “light,” 
and finally “general,” changing as rapidly as the 
patient will tolerate it. 

Morphine is probably our “best bet” in the 
care of our post-operative abdominal cases. Use 
it freely enough to keep the patient comfort- 
able. It has been thoroughly demonstrated by 
Alton Oschner and others that it does not cause 
intestinal paresis, but rather stimulates smooth 
muscle to rhythmical contractions. Codeine, on 
the other hand, does not stop pain and def- 
initely constipates. I agree with H. M. Richter, 
whom I heard say: “Only cowards give codeine.” 
Ordinarily 14 grain of morphine is not too large 
a dose. A rule, existing in many hopsitals, lim- 
iting a p.r.n. morphine order to a certain number 
of days, is, to me, ridiculous. If the order is 
written “give p.r.n. for pain,” the order should 
automatically cancel itself and so need no rule. 
The barbiturates can be given for restlessness 
unassociated with pain. For patients unable to 
take them by mouth there is sodium luminal for 
hypodermic injection. If a post-operative pa- 
tient has abdominal pain on the third day or 
later, gas pains should be suspected, and unless 
there is some existing contra-indication, rectal 
siphonage followed if necessary by a small enema 
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should be tried before morphine is resorted to. 
This will often remove both the pain and its 
cause. Too often, especially at night, the intern 
will *phone an order for morphine or the nurse 
will take advantage of one on the chart without 
an attempt to remove the cause, which might 
make the morphine unnecessary. 

The Wangensteen duodenal suction has proved 
one of our greatest boons in the post-operative 
care of abdominal surgical cases and has saved 
many lives. Institute this or some modification 
of it early. Allow not more than two or three 
post-anesthesia emeses. Do not wait for the pa- 
tient to develop a dilatation of the stomach, 
acidosis, or evisceration from repeated violent 
vomiting before using this procedure. It is far 
more efficient in the treatment of paralytic ileus 
than ileostomy ever was. It has recently been 
pointed out (F. W. Taylor, M. D., Nasal Tube 
Gastric Suction Resulting in Alkalosis and 
Death, J. A. M. A., 109: 267, 1937) that the 
custom of giving fluids freely by mouth during 
duodenal suction is dangerous. Sips of water 
or tea while and if the apparatus is functioning 
properly are permissible, and psychically, at least, 
quench thirst, but larger amounts acts as a con- 
tinuous gastric lavage and result in an alkalosis 
by removing the gastric hydrochloric acid. In 
many operations upon the gastrointestinal tract: 
resections of the stomach or bowel, gastro- or en- 
tero-enterostomies, and bowel obstruction, I place 
the Levine tube immediately before operation, 
aspirate the contents of the stomach, leave it in 
place during the operation, and hook it up ‘to 
the suction apparatus immediately afterward. 

Looking back through earlier hospital records 
I find, usually ordered for the third post-oper- 
ative day: epsom salts; castor oil, citrate of mag- 
nesia. My last crime, prior to discontinuing post- 
operative catharsis, was routinely, “milk of mag- 
nesia, ounces 1 every hour for three doses; four 
hours following the last dose a 2, 4, 6 enema!” 
And even then most of the patients survived ! 
I have not given a post-operative cathartic or 
laxative in years. Now, when the patient’s bow- 
els are beginning to “wake up” and gas pains 
begin usually on the third or fourth day, I write 
an order like this: “Rectal tube, siphon method, 
If this fails to relieve, give 
a 1, 2, 3 enema.” If surgery has been on the 
bowel I fear early large enemata. An appen- 
dectomy is a bowel resection. To throw a large 


p.r.n. for gas pains. 
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column of water against the site of the amputa- 
tion might cause seepage. The 1, 2, 3 enema 
stimulates but does not wash the colon. A glycer- 
ine suppository may be all that is necessary. It is 
surprising how many patients will get relief from 
the rectal tube alone, then without any enema 
move their bowels spontaneously on the fourth 
or fifth day. I have not mentioned the newer 
drugs: prostygmin and pitressin. I seldom use 
these, but do occasionally when other simpler 
means fail—never pre-operatively and never rou- 
tinely. I believe that I have twice seen a for- 
eign protein reaction from the latter. 

Four-hour temperatures should be kept up well 
into convalescence and rectal readings taken in 
the very ill. ; 

It has been pointed out by Alton Ochsner and 
others that catheterization does not cause cystitis 
but that over-distention of the urinary bladder 
does. Although I have no routine, I frequently 
order catheterization every eight hours post-op- 
eratively and always following hysterectomy. In 
hysterectomies the reflexion of the peritoneum 
over the bladder has been sutured over the cer- 
vical stump or vaginal vault. An early pull 
on these sutures by a distended bladder rising 
upward under this peritoneal flap could and 
probably often does tear out these sutures, leav- 
ing a raw surface to invite adhesions of loops 
of bowel, perhaps even an intestinal obstruction ! 

Whenever the patient complains of pain in the 
incision, the wound should be promptly inspected. 
There may be a hematoma; a beginning so-called 
“stitch abscess ;” or a wound margin separation. 
Fever will not always show on the chart with 
a beginning abscess, nor do signs of bowel ob- 
struction need to be present with separation or 
even with evisceration. If there is a thin sero- 
sanguinous fluid soaking through the dressings 
on the second, third, or fourth day, or even later, 
suspect wound margin separation and take out a 
skin suture to investigate, especially in a patient 
who has coughed, sneezed, or vomited. If the 
patient says: “I moved quickly,” “I raised up,” 
or “I coughed,” or “I sneezed and felt a sudden 
sensation in my ‘stitches’ as though they had 
torn open,” LOOK! Don’t laugh it off. A doctor 
removed stitches from a pelvic laparotomy wound 
on the afternoon of the tenth post-operative day, 
applied a small dressing and left. Soon after- 
wards this patient sneezed, felt a peculiar sensa- 
tion in her incision, promptly called the nurse 
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and told her she thought her wound had opened. 
The nurse, instead of examining the wound or 
calling the intern, said: “Oh! they all say that” 
and left. The patient then peeked under the 
dressing and saw two loops of small bowel pro- 
truding from the opening! 

Though there has been much written on sepa- 
ration of abdominal surgical wounds, as yet no 
adequate explanations have been given. .It is my 
opinion that these always occur early—on the 
second or third post-operative day—due to sud- 
den violent increase in intra-abdominal pressure 
from vomiting, coughing or sneezing. They are 
not usually discovered that early unless symp- 
toms appear: the thin bloody fluid already men- 
tioned or signs of bowel obstruction from the 
pinching of loops between the open margins of 
the muscle and fascia. I have explored these 
cases as early as the third day post-operatively 
and found the fascia widely separated and rolled 
back, the peritoneum open, abdominal viscera 
presenting and held together with plastic exu- 
date, a large amount of thin blood-tinged fluid, 
and, most surprising of all, the cat-gut nearly 
gone—only a few short strands, thin and fraz- 
zled, and a few knots remaining. From my ex- 
perience I feel that such separations in clean 
cases should always be immediately resutured ; 
in the presence of intra-abdominal or wound in- 
fections, strapped and packed with gauze. 

When are we to allow these patients to leave 
the bed? Again there cannot be rules. I allow 
a patient with a McBurney incision up on the 
second or third day. Patients with long inci- 
sions, such as those for gall bladder or pelvic 
surgery, I usually keep in bed eight days. I 
believe inguinal hernia cases should remain in 
bed eight days. Here there is a distinct pull on 
the line of suture at Poupart’s ligament when 
the abdominal muscles contract to maintain the 
erect position. 

When remove skin sutures? When the skin 
is healed. This varies greatly with different 
people. I have removed them all the way from 
three to twelve days. Left too long, they cut; 
removed too soon, the skin wound gapes. 

How shall we support surgical abdominal 
wounds after removing skin sutures and allow- 
ing the patient up, if at all? “Bridges” of ad- 
hesive tape are only as strong as their narrowest 
part, so I never use them. Instead, I place the 
full width directly on the wound. Unless these 
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straps reach well around posteriorly past the side 
curves of the body, they do not support. Zinc 
oxide adhesive applied directly to a wound never 
causes infection. In fact, over a granulating 
surface, epithelium will bridge across under it 
quicker than it will in the open spaces. Epithe- 
lialization under zinc oxide adhesive was demon- 
strated by Emil Beck twenty-five years ago. Fur- 
thermore, I do not believe that abdominal sur- 
gical wounds are ever infected post-operatively 
from without. 

[ usually terminate an average case by allow- 
ing first the back rest, then a chair, walking the 
following day, and home that evening or the 
next day. Patients should be watched very care- 
fully the first day out of bed; they not infre- 
quently faint and fall. 

How shall we treat infected abdominal 
wounds? Don’t fuss with them! Establish free 
drainage, then do nothing more excepting to 
keep them clean and maintain drainage, i.e., keep 
them open. Dyes, Dakin’s solution, peroxide of 
hydrogen irrigations, frequent probings, vaccines, 
bacteriophages, and what not, in my opinion, are 
just so much useless annoyance to the patient. 
Mine, with nothing done to them, heal just as 
quickly or even more quickly than those receiv- 
ing “monkey-business” treatment. 

Give your patients detailed instructions on 
leaving the hospital regarding their conduct at 
home. They expect it and are entitled to it. 
Do not leave them out on a limb. They will 
want to know about a “belt.” Their friends al- 
ways tell them they will need one. “My doctor 
made me wear a belt for six months.” Again, 
there is no rule, but I usually say no, excepting 
in cases of unusually fat individuals with poor 
fascia; even then it is my opinion that a belt will 
not support fascia sufficiently well to prevent 
post-operative herniae if such are going to oc- 
cur. I feel that splinting the abdominal mus- 
cles will allow atrophy from disuse, predisposing 
to, rather than preventing, herniae. In our 
mothers’ day girls were taught at puberty that 
they must don a corset and wear it from then 
on. The result was that whenever one of these 
women laid aside her corset for fifteen minutes 
one could hear groans of “Oh! my gosh! my 
back!” If my patient is a woman I tell hef 
to wear whatever she has been accustomed to, 
no more and no less. 

Explain the possible occurrence of the so- 
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called “stitch abscess,” so that if it should oc- 
cur after reaching home they will promptly get 
in touch with you before it dissects and under- 
mines a large area. Advise about exercise. I ~ 
have known patients, walking about the hospital 
for two or three days before leaving, to go to 
bed for two weeks on reaching home because 
they thought they should; someone they knew 
did and they had not been told differently. Ad- 
vise them that if they notice something wrong, 
or even think something is wrong, to see you 
at once. One patient after complete hysterec- 
tomy spotted blood for just one year before show- 
ing up for examination. She said she thought 
that was what it was supposed to be. Examina- 
tion revealed a small mass at the vault of the 
vagina the size of a match head—probably an 
endometrial transplant. One application of sil- 
ver removed it and it was completely healed in 
less than a week. 

The final word should be to insist upon a def- 
inite appointment for a post-operative “check- 
up.” 

55 East Washington Street. 





UNDULANT FEVER 
A Major Public Health Problem 


W. R. Roperts, M. D., anp E. L. Roperts, M. D. 
CISSNA PARK, ILLINOIS 


The term undulant fever has been generally 
accepted to denote a disease originally known as 
Malta Fever and since variously known"? as 
Mediterranean, Rock, Gibraltar, Neopolitan or 
Cyprus fever, Bruce’s disease, Brucellosis, and 
Bang’s disease. Undulant fever has been adopted 
officially and appears to have the approval of 
most clinicians and editors. The term brucel- 
losis is in favor among research and laboratory 
workers and appears to be gaining in popularity. 
The history, epidemiology and geographical 
features have been well described by previous 
authors’? and will be mentioned but briefly. It 
is proposed to relate personal experiences with 
the disease, to call attention to its prevalence, 
especially in the chronic form, and to emphasize 
its importance as a public health problem. 

Recently we reported to the Illinois Depart- 
ment of Public Health seventy-eight cases in 
various stages of the disease, the diagnosis hav- 
ing been made by consideration of the symptoms 
and confirmed by positive skin test or specific 
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agglutination or both. Since our community 
differs in no way from thousands of others in 
the middle west it is suspected that a like preva- 
lence must exist in other localities. There are, 
in addition, other patients suspected of having 
the disease because of suggestive symptoms but 
whose skin and agglutination tests are negative, 
Other members of the profession have accused 
us of over-enthusiasm and suspected us of mis- 
interpreting the significance of the skin reactions 
and of making diagnoses on insufficient evidence. 
We frankly admit a degree of enthusiasm, the 
reason being that many of our patients suffered 
for years from symptoms for which no cause 
could be found until the specific tests for undu- 
lant fever were found positive and a diagnosis 
could be made. In the matter of the interpreta- 
tion of the skin reactions there is a possible error 
since false positives have not been recognized. 
On the other hand there are patients who are 
still suspected of having the disease in spite of 
negative skin tests. 

Any physician who has not recognized or who 
denies the existence of chronic undulant fever 
has, we believe, a surprise in store since many 
of our patients and one of us has had the ex- 
perience of Alice Evans* who states: “I shall 
draw from my own experience certain conclu- 
sions as to the diagnosis that the patient with the 
chronic form of the disease usually receives. I 
have been consulted by a number of patients 
with the chronic form of the disease who have 
been fortunate enough to receive, finally, the 
correct diagnosis. Usually there was a long de- 
lay before the correct diagnosis was given, and 
in the meantime the diagnosis was almost in- 
variably neurasthenia. Indeed, the text book 
definition of neurasthenia describes brucellosis ; 
exhaustion, insomnia, irritability, and the com- 
plaints of aches and pains for which no objec- 
tive signs can be found.” 

ETIOLOGY 

Undulant fever is caused by the Brucella 
abortus of which three strains are recognized ; 
the meletensis, bovine and porcine. All known 
domestic animals are susceptible to the infection 
in varying degree’ and are capable of trans- 
mitting the disease to other animals and to man. 
In the United States the first cases were re- 
ported in the southwest, the infection apparently 
having been introduced by the importation of 
goats from abroad. Since 1927 cases have been 
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reported from every state and the number in- 
creases from year to year. The infection in this 
locality is thought to have been introduced about 
1927 by way of cows found to be infected by the 
Wisconsin authorities and exported to other 
states in which no quarantine laws then existed. 
Herzog,’* however, states that the bacillus of 
Bang was recovered from aborting cows in Illi- 
nois prior to 1910 and a patient who is now 
under treatment reports that about 1895 almost 
all the cows in a herd under his care at the time 
aborted and were disposed of. 

In this vicinity there are few goats and the 
infection can usually be traced to the patient’s 
own herd or to a dairy supplying milk to the 
village. We have not recognized transmission 
from man to man. Most of the patients with 
the acute type of the disease have performed or 
assisted in the manual removal of a retained 
placenta in a cow. 

Reports* of epidemics which have been thor- 
oughly investigated all attribute these epidemics 
to the consumption of raw dairy products from 
a herd harboring the infection and these epi- 
demics have stopped abruptly after the infected 
animals have been removed from production or 
proper sterilization of the milk has been insti- 
tuted. In Iowa the hog is considered a frequent 
source of the infection, but in this locality while 
many hogs are produced for market no case has 
been traced to this animal. In Iowa, also, one 
writer states® that in separating milk, the organ- 
isms are carried off with the cream. If this is true 
the cream and the butter made from it are 
potentially more dangerous to the consumer than 
the whole milk, and the popular belief in the 
purity of “fresh country butter” is a fallacy. 


SYMPTOMS 


Patients with the acute type of the disease 
have presented the usual symptoms of fever, loss 
of weight, splenic enlargement, and character- 
istic perspiration; all have had positive agglu- 
tinations. One patient, a girl six years old, had 
typical inflammatory rheumatism and the diag- 
nosis was made only after finding an enlarged 
spleen. 

In patients with the chronic form of the 
disease there may be the widest variation in 
symptoms.’ It should be emphasized that the 
symptoms are inconstant and may differ widely 
from time to time and that there may be periods 
during which the patient has no complaints. In 
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individuals with a high sensory threshold the 
subjective symptoms may be minimal or entirely 
absent. Ordinarily the symptoms are those of 
any chronic infection or intoxication. The usual 
complaints are nervousness, dyspepsia, lack of 
endurance, dyspnea on exertion, constipation (at 
times obstipation), headaches, arthritis and 
shifting rheumatoid pains. When arthritis and 
rheumatism are present the sedimentation rates 
have been normal or but very slightly increased. 
Less frequent symptoms have been chronic 
pharyngitis, weakness of the extra-ocular mus- 
cles, sterility, tenosynovitis, orchitis and adenitis. 
One case apparently began as a suppurative 
axillary adenitis. Abortion or threatened abor- 
tion has occurred in women. Peri-appendicitis 
was reported by the pathologist in two instances 
in which the symptoms and findings lead to 
appendectomy. 
DIAGNOSIS 


The diagnosis in patients with the acute type 
rarely offers much difficulty although at the onset 
of the illness the diagnosis is rarely undulant 
fever. Our initial diagnoses have been influenza, 
malaria, typhoid fever, pyelitis and rheumatic 
fever. 

Chronic undulant fever should be considered 
as a possibility in any patient with symptoms of 
a chronic infection or intoxication in whom the 
history and examination do not disclose another 
obvious cause. When suspected the diagnosis 
may be confirmed®*"* by specific agglutination, 
skin test, blood culture, or the opsonophagocitic 
test. 

The agglutination test is the most convenient 
and least reliable.* It requires merely the send- 
ing of a small quantity of the patient’s blood to 
a laboratory or, should the physician wish to 
perform the test himself, the materials are simple 
and relatively inexpensive. In our experience 
it is usually positive in the acute and rarely 
positive in the chronic cases. A negative agglu- 
tination means nothing. 

The skin test is the best and most reliable for 
routine use. In the performance of this test 
we inject on the anterior surface of the forearm 
.05 to 0.1 ce. of the stock vaccine, full strength 
or diluted, or of brucellergin. The results should 
not be read before 48 hours have elapsed in order 
to avoid false positives. Frequently the reaction 
will not appear until 42 or more hours have 
elapsed and occasionally may require several 
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days to develop. When stock vaccine is used 
undiluted there will frequently be necrosis at the 
site of the injection and occasionally there will 
be a severe systemic reaction. ‘These reactions 
are very annoying and are also quite convincing 
to an occasional skeptic. 

Some months ago the National Drug Com- 
pany prepared for us vaccines of the three 
strains in dilutions ranging from 200 million to 
1,000 million per cc. With these as antigen we 
determined by trial and error that the bovine 
or porcine dilution containing from 600 to 800 
million was the most satisfactory for routine use. 
Weaker preparations occasionally fail to induce 
the reaction and the stronger too often cause 
necrosis and constitutional reaction. There is 
little difference in the reactions elicited by the 
bovine and porcine strains but the meletensis 
frequently fails to react. Huddleson’s brucel- 
lergin is satisfactory and has been used for a 
few tests. It does not cause necrosis but appears 
to be less sensitive. It has the slight disadvan- 
tage of being more expensive and somewhat more 
difficult to obtain. 

A positive reaction is indicated by a papule 
ranging in size from about three mm. to several 
cm. in diameter with a surrounding area of 
erythema. The reaction will persist for several 
days and at times will be visible for two or three 
weeks. The size of the reaction does not appear 
to be an index of the severity of the infection 
but is dependent on an allergic state. 

A negative reaction does not rule out brucel- 
losis since several patients have had negative 
skin tests and at the same time had positive 
agglutinations and active symptoms. Harris’® 
has had the same experience, 

Blood culture was resorted to in one instance 
in which the patient had typical symptoms and 
was known to have been exposed to the infection. 
The skin and agglutinations were negative as 
were two cultures. 

The opsonic index should be determined when 
the skin test is positive to determine whether 
infection or immunity exists.’* It is also used® 
to measure the degree of immunity induced by 
the administration of specific antigen for treat- 
ment. This procedure has the disadvantage of 
requiring the services of an experienced tech- 
nician and requires the maintenance of a culture 
of brucella of known antigenicity and is not 
available to the average physician who does not 
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have a large laboratory available. Our own ex- 


perience has been limited to two patients, both 
physicians, 


TREATMENT 


Treatment here has been uniformly unsuccess- 
ful in accomplishing complete and permanent 
cure. It has usually been possible, however, to 
modify the course and relieve the more distress- 


ing symptoms. In evaluating the efficiency of 


any treatment these patients should be observed 
for an extended period of time since it is well 
known that spontaneous remissions for long 
periods may occur. Jn one patient a quiescent 
period of four years was interrupted by a re- 
action following a skin test. 

The first patients were treated by the usual 
drugs, dyes and biological preparations. Their 
benefit was problematical, One boy promptly 
became afebrile after the administration of a 
single dose of prontosil and has remained free 
from symptoms for a period of approximately 
fifteen months. He is, however, one of those 
rare patients with a high sensory threshold. 
Other patients with the chronic form of the dis- 
ease have been given sulphanilamide by mouth 
for long periods without apparent benefit. Three 
patients received typhoid vaccine intravenously 
with questionable results. Reports on the use 


of intravenous typhoid therapy*® usually admit 
about fifty per cent. unsatisfactory results 01 
else do not include a prolonged period of 
observation following the treatment. Vitamins 
B and © have been very useful in maintaining 
the nutrition and resistance of these patients and 
have at times given subjective improvement 
equal or superior to other forms of treatment. 
Four or five years ago the stock vaccine was 
used in a few cases but was discontinued be- 
cause of reactions and frequent relapses during 
and following cessation of treatment. Its use 
has now been resumed with reluctance. The 
first few doses almost always cause a reaction 
of varying severity. Many patients, especially 
women near or in the menopause, do not respond 
favorably and all patients who have received it 
and have been followed for any extended period 


have suffered recurrence of symptoms. It is en- 


tirely possible that our dosage or plan of admin- 


istration has been incorrect® although we have 


followed the plan of treatment given by those 
who have previously reported its use, 
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CLENICAL COURSE 


Originally undulant fever was thought to be a 


self-limited disease, the usual course being about 
one hundred days and followed by complete re- 
covery. While this idea is still held by some!’ 
it is rapidly being abandoned and our own ex- 
perience indicates that while the acute phase may 
run its course in that time, the chronic stage 


may have no end. The first patients, seen in 


1931, were questioned recently and reported 
symptoms very suggestive of the chronic stage. 
Foshay’ states that he has seen many patients 
who have had the disease for as long as fifteen 


to twenty years. 
RELATION TO PUBLIC HEALTH 
As a statistical cause of death undulant fever 


is relatively unimportant, the reported mortality 


being less than one per cent. We have had no 
deaths. As a cause of morbidity, however, it is 
very important and, if one considers the pro- 
longed period of lowered efficiency and the social 
disturbance which is part and parcel of the dis- 
ease, the economic loss is enormous, We feel 
that it is a major public health problem and has 
received too little attention from the authorities 
and our legislators. 

Since the consumption of raw milk or its 
products and the handling of infected animals 
is almost always the source of the disease its 
prevention lies in the elimination of infected 
animals or at least the proper pasteurization of 
milk, Routine, periodic examination of cows by 
the agglutination test does not appear to be 
sufficient since the infection in many of our 
patients has been traced to their own herds in 
which there was or had been clinical evidence of 
contagious abortion but negative agglutination 
tests. Our loca) veterinarian is of the opinion 
that a negative test is inconclusive and it is 
apparent that the test is no more reliable in 
animals than in man. A more reliable diag- 
nostic test is needed for routine use and until it 
is found pasteurization of all milk will be the 
only effective preventive, 


CASE REPORTS 


The following cases have been selected as typical 
examples of chonic brucellosis or because of unusual 
features. The last® is cited as a suspect in whom 
laboratory confirmation cannot be obtained. 

1. J. H., farmer, aged 39 years. On Jan. 29, 1931, 


the patient became ill with symptoms leading to a 
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diagnosis of influenza. On Feb. 7 he was still febrile 


with a white blood count of 7500 and typhoid was sus- 


pected. Feb. 9 blood was sent to the state laboratory 


and on the 14th was reported positive for undulant 


fever in a dilution of one to 320. This was our first 


case and he received a quite varied treatment with in- 
different results. In March, 1938, he reported that he 


had had no symptoms for the past two years. 

2. E. D., schoolgirl, aged 16 years. This girl came 
to us in November, 1936, with a history of abdominal 
pain and flatulence of six weeks duration. The gen- 


eral physical examination was negative except for 


tenderness in the lower right quadrant of the abdomen, 


slight elevation of temperature and a white blood count 
of 14,000. She was observed for a time with no change 
in symptoms or findings. November 17 the appendix 
was removed and numerous adhesions were found about 
the cecum and appendix. She made a good recovery 
and was discharged on the tenth day. The pathologist 
reported “peri-appendicitis.” A short time after re- 
turning home she began to have severe pains in the 
upper abdomen resembling tabetic pains. No explana- 
tion could be found for these pains; the general ex- 
amination and laboratory work including skin tests 
for allergy were negative. She improved slowly dur- 
ing the winter and in April was examined at another 
clinic. No diagnosis was made. During the summer 
she had occasional recurrences of the symptoms, She 
was reported by an ophthalmologist to have increasing 
strabismus. In November she returned with recur- 


rence of the abdominal pains and reported a loss of 
five pounds in weight. The agglutination for undulant 


fever was negative but the skin test was moderately 
positive. She took sulphanilamide for two weeks with 


no improvement. On vitamins B and C she improved 
rapidly and regained her weight. In January 1938 the 


ophthalmologist reported that the strabismus had im- 
proved. She returned in March with a complaint of 
headaches of four weeks duration. The general ex- 
amination was negative. The abdominal and pharyngeal 
reflexes were absent and the deep tendon reflexes 
were increased. Encephalitis was suspected and 
she was hospitalized and given intravenous typhoid 
treatment. There was no definite improvement after 
five doses. Following her discharge from the hospital 
stock undulant fever vaccine was administered 
twice weekly for four weeks, At the end of this period 
there was an exacerbation of symptoms and the vac- 
cine was discontinued, Vitamin therapy was resumed. 

3. R. F., farmer, aged 42 years. This man was ex- 
amined in March, 1938. His complaint was pain in 
the lower right abdomen recurring at intervals of about 
three or four weeks and lasting from four to seven 
days. His appendix had been removed twelve years 
previously. The pains were suggestive of partial in- 


testinal obstruction. The general physical examina- 
tion and routine laboratory tests were negative. The 


roentgenologist reported irritability of the duodenum 
and upper jejunum but no evidence of obstruction. A 


skin test was strongly positive and the agglutination 


was positive one to 160. He was advised to take yeast 


tablets and has reported relief of symptoms. 
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4. C. B., barber, aged 37 years. In April, 1934, this 


patient had attacks of syncope and cardiac palpitation. 
Temperature observations were normal. The blood 


pressure was 150/80. In June chronically infected 
tonsils were removed. The symptoms persisted for 


about four months after the removal of the tonsils 


after which there was gradual improvement. He was 
well until April, 1938, when there was a recurrence of 
the same symptoms. A skin test was moderately posi- 
tive and induced a mild systemic reaction. The symp- 
toms have disappeared under vaccine therapy. 

5, Mrs, J. W., housewife, aged 53 years. In Febru- 
ary, 1938, this patient appeared with arthritis in the 
right knee, No foci of infection could be found. The 
sedimentation rate was five mm. in one hour. Salicy- 


lates, diathermy and mapharsen gave no relief, On 


March 9 a skin test was strongly positive and induced 
a severe general and focal reaction, She has im- 


proved rapidly on vaccine. 
6. Mrs. C. H., housewife, aged 53 years, This pa- 


tient consulted us in March, 1935. Her complaints 
were headaches, neuritis, palpitation and dyspnea on 


moderate exertion. She had had a thyroidectomy seven 
years previously. The routine physical and laboratory 


examinations were negative. A diagnosis of menopause 


and coronary sclerosis was made. A year later she had 


an attack of abdominal pain diagnosed mild biliary colic. 
In, September, 1936, a cholecystrogram showed chole- 
lithiasis and an electrocardiogram was interpreted as 
suggesting coronary sclerosis. In December the gall 
bladder was removed. During the following twelve 
months there was no improvement. In March, 1938, 
a skin test with 0.1 cc. of the 800 million bovine vac- 
cine caused a severe systemic reaction with necrosis at 
the site of the injection. Two weeks later 0.05 cc. of 
the stock vaccine caused chills and fever which per- 
sisted for three weeks, An intradermal test with “bru- 


cellin” caused chills and fever for four days. She is 
receiving no specific therapy, 
?. Mrs. M. B., housewife, aged 32 years. In 1935 


this patient had a spontaneous abortion at three months, 


The abortion was incomplete and curettage was neces- 
sary. The Kahn test and agglutination for undulant 
fever were negative. In 1936 she delivered normally a 
full term baby. She is now eight months pregnant and 
recently a skin test was moderately positive and in- 
duced a mild systemic reaction. There are no symp- 
toms and she is receiving only prenatal treatment. 

8. Mrs. F. G., housewife, aged 40 years. This pa- 
tient has been under observation and treatment for 
several years for a variety of complaints, chiefly vaso- 
motor, nervous and gastrointestinal. She is under- 
nourished, extremely constipated and has poor muscle 
tone, No definite organic disease has ever been found 
and all laboratory tests, including the skin and agglu- 
tination tests for undulant fever, have been negative. 
The Weltmann serum coagulation shows a slight shift. 
Undulant fever vaccine induces a severe constitutional 
reaction but no improvement. She is suspected of hav- 
ing chronic brucellosis, 
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THE HYPERTENSIVE HEART 
0, P, J, FALk, M, D., Ff, A, 0, - 


ST. LOUIS 


The fact that heart failure in one form or an- 
other is the dominating factor in sixty out of 
every hundred deaths from the effect of hyper- 
tensive disease, emphasizes the significant role 
the heart plays in the prognosis and treatment 
of this most prevalent disorder. 

The dual factors responsible for the high in- 
cidence of cardiac morbidity in hypertension are 
prolonged functional overstrain and nutritional 
impairment of the myocardium from the inroads 
of advancing coronary sclerosis. 

The presymptomatic stage of hypertensive heart 
disease usually evolves slowly and insidiously 
during the decade or two following the onset of 
an established hypertensive state. During this 
period the heart gradually hypertrophies. When 
we realize that every hypertrophied heart is path- 
ologic, already on its way to eventual failure, we 
cannot but conclude that we are dealing with po- 
tential heart disease in all frankly established 
hypertensive states. The problem is one of stav- 
ing off or postponing the ultimate issue even 
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though actual prevention may lie beyond hope 
of achievement. Barring unrelated causes of 
death, approximately 60 per cent of hyperten- 
sive subjects develop terminal myocardial insuf- 
liciency, angina or coronary occlusion. Cerebral 
thrombosis or hemorrhage close the picture in 


about 30 per cent. and uremia in less than ten 
per cent, 


EARLY WARNINGS OF IMPENDING CARDIAC 
BREAKDOWN 
As long as the heart is able to meet the de- 


mands of an increased blood pressure there will 
be no symptoms in hypertensive disease. As the 
cardiac reserve lowers from the fatigue of years 
of overeffort from propelling blood at increased 
pressure through narrowed channels, along with 
the impaired blood supply due to coronary sclero- 
sis, the hypertensive patient begins to experience 
one of two cardiac syndromes, the anginal or the 
myocardial, Some may experience vague effort 
pains or substernal discomfort that progress on 
to frank anginal or coronary occlusive attacks. 
More frequently encountered is the myocardial 
syndrome, with a history of progressive effort 
dyspnea, edema and congestive symptoms. The 
clinical picture of the typical anginal or myo- 
cardia) syndrome is too generally recognized to 


warrant discussion. On the other hand, the very 


early expressions of cardiac disability, largely 
subjective and often obscure in nature, are not 
infrequently overlooked or misconstrued. The 
importance of a comprehensive and analytical 
history in potential cardiac subjects cannot be 
overemphasized. 

1. Management of the Patient Before Signs 
and Symptoms of Cardiac Breakdown. 

Tactful adjustment of the patient’s physical 
and mental activity to within limits of his 
cardiac capacity; avoidance of stress and strain; 
insistence upon adequate rest, studied relaxation 
and quiet recreation; encouragement of an opti- 
mistic attitude; attention to the size of meals as 
well as to their type, and the avoidance of phys- 
ical exertion after eating, are all important meas- 
ures. Sedatives for the hypertensive and emo- 
tionally unstable are often essential. The control 
of obesity or other metabolic disorders such as 
thyroid and diabetic states often helps materially 
to forestall and delay the ultimate tragic se- 
quelae of hypertensive heart disease. 

Since hypercholesteremia does not occur in 
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uncomplicated hypertension the routine employ- 
ment of a low fat diet is probably unjustified, 
unless there be an accompanying obesity or dia- 
betic tendency present. Under such cireum- 
stances, however, the present day concept of the 
pathogenesis of coronary atheromatosis with the 
subintimal deposition of cholesterol that takes 
place, would warrant adherence to a low fat re- 
gime in the obese or diabetic hypertensive sub- 
ject, since the relationship of the hypercholes- 
teremia of diabetes to atheromatous changes in 
the coronary and leg arteries is now recognized, 

2. Treatment After the Development of Car- 
diac Failure. 

Myocardial 
heart may develop slowly and progressively, from 
mild symptoms of heart muscle fatigue and low- 
ered reserve on to frank congestive failure. The 
fact that hypertension brings about an hyper- 
trophy of the left ventricle, through years of 
functional overstrain, makes for the appearance 
of primary symptoms of failure of that particu- 


lar cardiac structure. In most cases this left 
ventricular failure manifests itself gradually 


insufficiency in a_ hypertensive 


with effort dyspnea, cough and lowered vital ca- 
pacity. Not infrequently we encounter a more 
dramatic onset, with a syndrome of acute left 
ventricular failure, i, e., paroxysms of dyspnea, 
frequently nocturnal, called “cardiac asthma.” 
‘I'he clinical picture here shows a characteristic- 
ally frightened, air hungry individual, perhaps 
with a wheezing respiration, showing a bluish 
pallor and usually having coarse rales at the 
pulmonary bases. These symptoms are caused 
hy a rapid sudden congestion of the lungs which 
may progress to dangerous pulmonary edema, 
from the acute left ventricular failure. The treat- 
ment consists in propping the patient up in bed 
or in a clair, prompt and adequate morphine 
perhaps intravenously with the precautions 
mentioned in a recent report before the Ameri- 
can Therapeutic Society),’ aminophyllin intra- 
venously (strikingly effective particularly when 
used in conjunction with 50 cc. of 50% glucose 
intravenously), oxygen when available and occa- 
sionally venesection (400 to 500 cc.) when the 
above-mentioned measures have failed to give 
prompt relief. Venesection may be a life-saving 
measure in a severe protracted attack. The use 
of coramin or caffein intravenously is the best 
measure for the occasional respiratory center de- 
pression, following the use of the amount of 
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morphine sometimes necessary to bring: about 
relief, 

The immediate prognosis of an attack of acute 
paroxysmal dyspnea is good, but the ultimate - 
outlook is rather bad, as the average case does 
not live longer than two years, following the on- 


set of this expression of acute left ventricular 


failure. There are numerous incidences, how- 


ever, in which this relatively short life expect- 
ancy is increased by many years. I have had in 
the past year two cases under observation in 
which attacks of cardiac asthma associated with 
a severe type of hypertensive disease have not re- 
cuired following lumbar sympathectomy (done 
to control the destructive progress of an advanc- 
ing malignant hypertensive disease). 

Chronic left ventricular failure is gradually 
followed by an accompanying right-sided failure 
with the typical effects of increased venous pres- 
sure, chronic passive congestion and edema. Curi- 
ously enough the patient who begins to evidence 
right-sided failure often feels more comfortable 
after this development takes place, because the 
blood is shunted from the lungs to the liver, 

With the development of myocardial insuffi- 
ciency, the paramount indication is for a period 
of bed rest, with adequate provision made for 
promoting relaxation, mental quietude and sleep, 
when the indication for narcotics has passed. The 
best narcotic is morphine. Barbiturates alone are 
usually useless, and not infrequently produce an 
undesirable mental reaction in the hypertensive 
sclerotic individual, After the necessity for par- 
enteral morphine has passed, the use of 30 min- 
ims of one per cent morphine sulphate, along 
with chloral if necessary, is a good combination 
to use. Rest, in a case of myocardial insufficiency 
means rest, both physical and mental, Conversa- 
tion must be minimized and visitors strictly 
limited. This obvious injunction is not infre- 
quently overlooked. Bathroom privileges must be 
denied during the early period of recovery and 
overenthusiastic catharsis avoided. With the 
very effective present day xanthine and mercurial 
diuretics, there is no longer any indication for 
attempting fluid elimination by inducing copious 
bowel movements in the treatment of cardiac 
edema. In addition to a salt free diet and strict 
fluid limitation (800 to 1200 cc.), the use of a 
diuretic salt in conjunction with salrygan or 
mercupurin have proven their usefulness. In 
place of ammonium chloride and ammonium ni- 
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trate we are now using potassium nitrate, 10 to 
12 grams per day (20 to 24 one-half gram en- 
teric coated tablets), or in the more nervous indi- 
viduals the use of ammonium bromide, 4 grams 
per day, is particularly effective. These prepara- 
tions should be given for two days before the in- 
jection of mercupurin or salrygan and stopped 
after the injection and again re-continued two 
days before the next mercupurin. The initial dose 
of mercupurin is 144 cc. intravenously, which is 
increased by 1% cc. until 2 or even 3 cc. has been 
given, at intervals of about three days. Effective 
diuresis may not be noted until after the third 
injection, so the failure of the first one or two to 
give results should not discourage further use 
of the measure. The combination of decholin, 5 
to 10 ce, along with 1 cc. of mercupurin will 
sometimes render a previously ineffective mer- 
cupurin injection far more productive of results, 
as decholin has a positive effect upon the hepatic 
circulation. 

Digitalis in its full therapeutic expression is of 
course indicated, just as in any form of conges- 
tive failure. In the presence of portal congestion 
it is unwise to rely upon gastrointestinal absorp- 
tion of the drug, which should be given intra- 
muscularly or per rectum for the first two or 
three days, bearing in mind that it takes about 
the same amount of digitalis to be effective by 
this method as it does by mouth. 

The total fluid intake (in the forme of milk 
and dextrose lemonade) should be restricted to 
around one litre per day until edema lessens. 
Then we may advantageously employ a generous 
carbohydrate, low fat and low roughage diet with 
a day of fluid restriction, and nothing but cooked 
fruit one day a week. As recovery proceeds we 
should remember that a high carbohydrate diet, 
fortified with a liberal amount of dextrose, is 
helpful in restoring myocardial efficiency. As 
compensation improves, there is often more in- 
dication for generous protein allowance than for 
protein restriction, for a low plasma protein con- 
tent, so often occasioned by prolonged albumin- 
uria and unwise protein dietary restriction, may 
actually encourage and perpetuate edema. We 
must recall again that present day knowledge 
does not justify protein restriction in hyperten- 
sive disease. A weakening myocardium may he 
neglected or given secondary place because the 
combination of dropsy, hypertension and an al- 
buminous urine are misconstrued as indicating a 
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primary nephritis instead of being recognized as 
the result of chronic passive congestion from an 
insidiously developing myocardial failure in a 
hypertensive subject. 

The average hypertensive patient has no in- 
ability to utilize protein and attempts at restric- 
tion are not only unnecessary but may do actual 
harm. There is no reliable clinical or experi- 
mental evidence that a normal amount of pro- 
tein has any influence on the blood pressure level 
or kidney function in hypertensive disease. Pa- 
tients live longer and are more vigorous with a 
moderately high protein diet, because they are 
less likely to become anemic or take on weight, 
and tend to maintain better tissue tone. 

Let us again recall that atherosclerosis of the 
larger coronary vessels are frequently associated 
with hypertensive heart disease, which aside 
from handicapping the nutrition of the myo- 
cardium, may at any time dominate the clinical 
picture with attacks of angina pectoris or coro- 
nary occlusion, each of which presents a specific 
therapeutic problem wholly independent of the 
associated hypertensive disease. 

In conclusion, let us bear in mind that even 
though we cannot always in a severe cage greatly 
enhance the heart’s assets, we should at least 
strive to minimize its liabilities by our manage- 
ment of the patient’s mode of living. This nat- 
urally constitutes an individual problem to be 
dealt with intelligently, patiently and kindly, 
with a high note of reassurance and encourage- 
ment, remembering that nature is after all the 
great healer and all our efforts are merely an at- 
tempt to enhance her healing power. 

3604 Washington Blvd. 
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THE PATIENT AND THE WEATHER 


F, LeBiane, M. D. 
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As you see, the title of my paper is the one 
given by William F. Petersen to books he has 
written and in which are contained in most pain- 
ful detail voluminous data which he has gath- 
ered from year’s of accurate observation covering 
the most diverse clinical entities of disease. The 
author stresses mostly in his meterorographs the 





Read before the McDonagh Society for Clinical Research, 
April meeting. 











shov 
duet 
ity, 
spas 
in t 
incr 
chol 
Spa 
J 
cata 
tion 
deer 
The 
cont 
crea 
Oxic 
D 
grai 
ates 
varie 
pron 
well 
attac 
CO, 
the 3 
(Va 
usua 
base 
com] 
the 1 
“y 
head 
the ¢ 
balar 
pens: 
(BH 
of m 
the } 
conte 
hd 
ciate: 





) 




















March, 1939 


inverse ratio existing between temperature and 
barometric readings with their effects on polar 
or tropical fronts, which again he associates with 
the A. R. S. and C. O. D. phases. 

The effect of the A. R. S. phase on the tissues 
shows preponderance of anabolism, cellular re- 
duction with increasing acidity and permeabil- 
ity, as well as systolic blood pressure due to 
spasm of peripheral and end arteries. The blood 
in this phase shows decreased CO? content and 
increased pH and K/ca ratio with decrease of 
cholesterol A. R. S. (Anabolism, Reduction, 
Spasm). 

The C. O. D. phase shows in the tissues a 
catabolic preponderance with increased oxida- 
tion, decreased acidity, and permeability; also a 
decreased diastolic blood pressure (dilatation). 
The blood in this phase shows increased CO? 
content, decreased pH and K/ca ratio with in- 
crease in cholesterol. C. O. D. is Catabolism, 
Oxidation, Dilatation. 

Dr. Petersen, narrating a typical case of mi- 
graine, has the following notes: “The pH fluctu- 
ates within a range of 20 points and the CO, 
varies 25 volumes per cent, a fluctuation that is 
pronounced in the period free from migraine as 
well as during the attacks. During freedom from 
attacks the pH varies from 7.37 to 7.51 and the 
CO, from 54 to 78 volumes per cent. although 
the majority of values fall within normal limits 
(Van Slyke). The lowest pH and highest CO, 
usually occur just before an attack. The acid- 
base balance at these times tends towards an un- 
compensated CO, excess, a gaseous acidosis and 
the ratio (HCO,)/(BHCO,) is higher.” 

“With the commencement of the attack of 
headache, the pH shifts to a higher level while 
the CO, content is relatively low. The acid-base 
balance tends therefore toward an uncom- 
pensated CO, deficit, the ratio (H,CO,)/ 
(BHCO,) being lower at these times. The period 
of maximum distress is usually associated with 
the period of highest pH and lowest (H,CO,) 
content.” 

“In short, the acute migraine attack is asso- 
ciated with 

1, An increase in the blood pH 

2. Lowering of the CO: content 


3. Increase in blood pressure 
4. Lowering of blood protein.” 


All the above are easily recognized as the hydra- 
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tion described by McDonagh as well as the A. R. 
S. phase of Petersen. 

In the McDonagh terminology consequently 
the A. R. 8S. phase represents Hydration of the 
serum protein particles, whereas the C. O. D. 
phase is analogous to the Dehydration of the 
above particles. In order to better appreciate 
the intricacy of the above works, one would do 
well to read a recently published book entitled 
“Meteoropathologie” by G. Mouriquand and P. 
Josserand of Lyon, France. 

These authors in a most conservative way re- 
view data obtained in the last forty years through 
observation of French physicians. They study 

1. Syndromes related to thermal variations (heat 
and cold) 

2. Syndromes related to barometric variations 

3. Syndromes related to hygrometric variations 

4. Syndromes related to variations in the intensity 
of solar rays 


5. Syndromes related to variations in the atmospheric 
electricity, 

and conclude that in reality none of the above 
meterological findings are pure, for thermal vari- 
ations are most often accompanied by those of 
the barometric, hygrometric and electrical inci- 
dental factors; therefore there must of necessity 
by a meterological complex governed by an “un- 
determined factor.” Mouriquand is of the im- 
pression that without being able to establish the 
existence of syndromes directly related to the 
hygrometric variations and playing an exclusive 
role, nevertheless they seem to him to be a pre- 
ponderant factor, the excessive humidity or dry- 
ness of the air being pathogenic for many re- 
corded cases. 

Kopaczewski would blame the electrification 
and ionization of the water droplets, whereas 
Trillot has shown in atmospheric humidity the 
presence of foci of microbie cultures suspended 
in the air and being the cause of epidemic in- 
fections. 

Especially in large cities air pollution and 
toxic agents are imprisoned in a fog, such as 
toxic gases from nitrogen, sulphur and carbon 
oxides, phenols, hydrocarbons, etc. Paris re- 
ceives each year in its atmosphere 13,000 tons of 
The most 
nocivous are the sulphur gases and CO. 

In suburban Chicago Henderson and Haggard 
have found five milligrams of SO? per cubic 
meter, whereas in the city itself the amount rises 
to 62 milligrams per cubic meter. 
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One recalls the toxic fog of Liege, reported by 
Firket, which proved to be SO* derived from in- 
dustrial centers in the neighborhood, the result 
of which caused the deaths of many children. 

Professor Dessauer concludes that there is pres- 
ent in the atmosphere at least one other physical 
factor in addition to such other factors as pres- 
sure, temperature, radiation and humidity. He, 
as well as others, has suggested that this factor 
is the ion content of the air, and that although 
there is no simple direct relation between the 
magnitude of the ion content of air and the 
reactions of people, there are a few scattered ob- 
servations which indicate that the ion content of 
the air exerts some influence upon human health. 

According to J. L. Pech we are ignorant of 
the source of the atmospheric ionic field, but we 
do know that it varies in inverse ratio with the 
air conductibility and therefore any influence 
which affects this conductibility brings about 
variations in the electric ionizations of the air. 
Daunderer considers the electrical respiration of 
the soil through its radio-activity which varies in 
diurnal fashion according to the barometric pres- 
sure and gives a constant in different parts of the 
country, depending upon the geological forma- 
tion of the soil and subsoil, thereby regulating 
the electrical status of the local atmosphere. 

If one compares the ionometric measurements 
of the air to other meteorological factors, there 
is a discrepancy in noting that it is often quite 
independent of such factors and that its con- 
ductibility is variable but may be able to influ- 
ence nutrition. Lewis R. Koller, in his studies 
of ionization of the atmosphere, noticed that in 
most cases positive ions produced feelings of 
fatigue, dizziness, headaches, roaring in the ears, 
nausea, etc., in a greater or lesser degree; nega- 
tive ions in most cases produced a feeling of 
exhilaration. He also found that if normal in- 
dividuals inhale air with a high concentration of 
negative ions from one-half to one hour, the 
blood pressure is lowered from five to 15 mm.; 
soon after stopping the inhalation the pressure 
returns to its normal value. 

The effect of positive ions is to increase the 
blood pressure slightly, but it tends to produce 
headaches and discomfort. On respiration Hap- 
pel and Denier found that positively charged 
ions increase the rate of respiration, while in 
the case of negative ions patients breathe more 
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quietly with frequent pauses in respiration. 
There also appears to be an increase in oxygen 
consumption under the influence of positive ions, 

Dessauer, in a study of 200 cases of patients 
with high blood pressure, found a permanent im- 
provement under inhalation of negative ions in 
80 per cent. of cases, also improvement in rheu- 
matism, gout, neuritis, and neuralgia, acute and 
chronic bronchitis, cardiac and bronchial asthma, 
heart and arterial disease. In general, he states 
that the inhalation of the same negative ions 
affects the condition in much the same way as 
mountain climate. Falling barometric pressure, 
which generally affects the condition adversely, 
tends to withdraw air from the soil. This air 
usually has a high positive ion content due to ad- 
sorption phenomena. The Fohn wind, experi- 
enced in the Alps, which also produces discom- 
fort, also has a high positive ion content. 

Laporte concluded that the negative ions in 
air and oxygen are the same; that is, they are 
oxygen ions, due to the fact that the election 
affinity of oxygen is must greater than that of 
nitrogen. 

Fifty per cent. of the volume of the soil is 
air. This air becomes highly ionized by the 
small amount of radio-active matter which is 
present in the soil. Due to changes in tempera- 
ture and barometric pressure and the action of 
winds this ionized air is drawn out of the pores 
of the soil. In its passage through the capil- 
laries there is a selective adsorption of negative 
ions which leaves the escaping air with a slight 
excess of positive charge. 

These presumptions have influenced Mori- 
quand to stress “le vent du Midi,” Storm van 
Leeuwen, Booy van Nickerk, Czermak and Pet- 
chacher the “Fohn syndrome ;” Dr. Colombani in 
North Africa “the sirocco,” and Morquio of Mon- 
tevideo, Annes Dias of Rio De Janeiro the North 
Wind from the equator affecting South America. 
As we see, all these winds are hot winds orig- 
inating from the equator. Peterson quotes Hip- 
pocrates in “The Sacred Disease,” “And for these 
reasons, I say, they are attacked during changes 
of the winds, and especially south winds, then 
also with north winds, and afterwards also with 
the others. These are the strongest winds, and 
the most opposed to one another, both as to 
direction and power. For, the north wind con- 
denses the air, and separates from it whatever 
is muddy and nebulous, and renders it clearer 
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and brighter, and so in like manner also, all the 
winds which arise from the sea and other waters; 
for they extract the humidity and nebulosity 
from all objects, and from men themselves, and 
therefore it (the north wind) is the most whole- 
some of the winds. But the effects of the south 
are the very reverse.? For in the first place it be- 
gins by melting and diffusing the condensed air, 
and therefore it does not blow strong at first, 
but is gentle at the commencement, because it is 
not able at once to overcome the dense and com- 
pacted air, which yet in a while it dissolves. It 
produces the same effects upon the land, the sea, 
the rivers, the fountains, the wells, and on every 
production which contains humidity, and this, 
there is in all things, some more, some less. For 
all these feel the effects of this wind, and from 
clear they become cloudy, from cold, hot; from 
dry, moist; and whatever earthen vessels are 
placed upon the ground, filled with wine or any 
other fluid, are effected with the south wind and 
undergo a change. And the sun, the moon, and 
the stars it renders blunter in appearance then 
they naturally are. When, then, it possesses such 
powers over things so great and strong, and the 
body is made to feel and undergo changes in 
the changes of the winds, it necessarily follows 
that the brain should be dissolved and over- 
powered with moisture, and that the veins should 
become more relaxed by the south winds, and 
that by the north the healthiest portion of the 
brain should become contracted, while the most 
morbid and humid is secreted, and overflows ex- 
ternally, and that catarrhs should thus take place 
in the changes of these winds. Thus is this dis- 
ease formed and prevails from those things which 
enter into and go out of the body, and it is not 
more difficult to understand or cure than the 
others, neither is it more divine than other dis- 
eases.” 

Mouriquand lays great stress on three factors 
which may affect the air ionization. Without 
mentioning either the positive ions released from 
the soil or those possibly derived from cosmic 
rays, as advocated by McDonagh, these factors 
mostly concern a wind from the south, a drop 
in the hygrometer and an elevation of tempera- 
ture, with a concomitant low barometric reading. 

According to the above author the minimum 
of humidity (30 to 40 per cent.) occurs around 
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two o’clock in the afternoon, whereas the noc- 
turnal elevation attains 90 per cent. These read- 
ings are quite constant the year around. Should, 
however, a south wind prevail, the nocturnal high 
hygrometric reading does not obtain and iono- 
metric disturbances occur, with their dire influ- 
ence upon the human, animal and vegetable or- 
ganism. The moment a north wind succeeds the 
south wind all symptoms disappear spontane- 
ously. 

Maurice Faure sees a relation between atmos- 
pheric ions and the sun spots. 

Considering all the above data Pech considers 
that the electrical status of the atmosphere plays 
the greatest role in climatology. Other authors 
sharing the same opinion are Piery, Boudouin, 
Laignel-Lavastine, and Joly. However, most 
authors, while admitting that such influences af- 
fect the living organism, grant that the meteoro- 
stabile or labile individual is influenced through 
its internal medium of body resistance and that 
the unstable individual, especially amongst chil- 
children, is the most vulnerable to meteoropath- 
ology. 

From the above conclusions the Mouriquand 
“undetermined factor” seems to be related to 
some electric or ionic entity changing the nor- 
mal environment of the biological organism, be 
it vegetable, animal, or human, and in order to 
counteract the adverse influences of the above, 
the physician must strive to stabilize the chem- 
istry of the individual in order that the disturb- 
ing environment is overcome through the natural 
buffer action of the cellular biochemic defense, 
which resides mostly in the proper balance of the 
normal constitution. 

1150 North State Street. 
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The first distinctly American disease appeared in 1906 
after the San Francisco earthquake. The disease was 
named Tularemia in 1912 by Dr. Edward Francis after 
the county of Tulare, California, in which the discovery 
was made that the disease was transmitted by squirrels. 
—Howard W. Haggard. 
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ROCKY MOUNTAIN SPOTTED FEVER 
IN ILLINOIS 
(A Report of Two Cases) 
B. Q. Dysart, B. S., M. D. 
ILENRY, ILLINOIS 


Because of the fact that the average general 
practitioner in the midwest has never had the 
opportunity of seeing a case of Rocky Mountain 
spotted fever, and because it seems to be becom- 
ing endemic here, the following two cases are 
presented. 

Case 1. Elizabeth K., female, aged 3 yrs., 9 mo., 
oldest of three children with negative personal and 
family history, had been staying in the nearby coun- 
try home of an aunt for 12 days while a new arrival 
was being adapted to the family circle at home. 

April 29, Friday afternoon, her aunt noticed that 
the child seemed listless and not feeling well. There 
was some chilliness, but no chill. She was removed 
to her home. 

April 30. I was called in the afternoon, about 30 
hours after the apparent onset. The physical exami- 
nation, except for a fever of 105° F. by rectum and a 
spotted macular eruption scattered over the entire body, 
was negative. The child had vomited in the morning 
following an administration of a laxative by the par- 
ents, but not otherwise. The paucity of symptoms 
outside of the fever and the eruption was the notable 
thing. Appearance of the eruption in absence of other 
findings suggested to me that she might possibly have 
a severe case of chicken pox which had not yet de- 
veloped vesicles. This suspicion was dispelled when 
on the next morning: no vesicles were present. 

May 1. The eruption had become much more preva- 
dent, macular in appearance and, while not confluent, 
it on this day suggested measles. But no catarrhal 
symptoms were present. The temperature in the a. m. 
was 102° F., and in the p. m. was 105° F. 

May 2, the fourth day of the disease. The disease 
continued the same. The fever ran from 104° F. to 
105.8° F. The bowels moved freely on this and on 
the following days. The movements were foul-smelling. 
The eruption was now petechial in character and very 
profuse, covering the entire body. Meningicoccic tox- 
emia was considered and blood was withdrawn and 
cultured with negative results. 

May 3, 4, 5. The disease continued the same course. 
Typhus fever and spotted fever were considered. 

May 6. The child was removed to the St. Francis 
Hospital in Peoria, where she was paced under the 
care of Dr. Orville Barbour, pediatrician, who cared 
for her in cooperation with Dr. S. Horwitz of the 
State Department of Public Health. A spinal puncture 
was done. The findings were negative. Cell count 7, 
and no organisms. The blood count was as follows: 
Hemoglobin 90%, R.B.C. 4,500,000, W.B.C. 11,500, 
Segs. 78, lymph. 14, staff. 5, monos. 3. There was 
considerable swelling of the lower extremities, face, 
and eyes, marked hyperesthesia of the skin, general 


ILLINOIS MEDICAL JOURNAL 





March, 1939 


neuritis. At the slightest touch on any part of the 
body, the child had a crying spell. On the evening of 
this day, May 6, the child became cyanotic and was 
extremely dehydrated. Blood was withdrawn for a 
Weil-Felix agglutination test for Rocky Mountain 
spotted fever. This test, performed at Springfield, 
proved to be negative. However the clinical picture 
confirmed the diagnosis in our minds of a Rocky Moun- 
tain spotted fever. In the second case, which follows, 
the test was positive. 

May 7, the eighth day of the disease. 
died. 

Following are the results of the postmortem per- 
formed by Dr. Milton Bohrod: 

External: The body is that of a well-developed and 
well-nourished white girl three years of age. The 
lower extremities show a marked degree of rigor mortis. 
It is not so marked in the upper extremities. Distrib- 
uted over the entire skin surface, but most numerous 
about the face and extremities, there are innumerable, 
discrete hemorrhagic areas varying from pin-point to 
3mm. in diameter. Over the lower extremities there 
are a few large purpuric areas about 2 cm. in diam- 
eter. The neck, shoulders, and ears show mottled 
cyanosis. 

Abdominal Cavity: The liver is above the costal 
margin. The tip of the spleen is at the costal margin. 
The peritoneum is smooth and glistening, and shows 
no petechial hemorrhages. 

Thoracic Cavity: The pleural spaces are free from 
fluid and adhesions. Both lungs are partially collapsed. 
The heart is centrally placed and of usual dimensions. 
The pericardial sac contains a small amount of clear 
fluid; its lining is smooth and glistening. On the epi- 
cardium a few small pin-point petechial hemorrhages 
can be seen. 

Heart: The myocardium is pale but firm. The 
left ventricle is 10 mm., the right ventricle is 3 mm. 
thick. All the valves are intact. The foramen ovale 
is closed. The heart weighs 80 gm. 

Lungs: The lungs are firm and fleshy. There is 
no evidence of consolidation. 

Spleen: The spleen is large, the capsule is tense. 
The parenchyma is exceedingly soft and mushy. The 
malpighian corpuscles stand out prominently. The 
spleen is 10.5 x 6 x 3.7 cm. and weighs 125 gm. 

Liver: The edge of the liver is moderately rounded. 
The parenchyma bulges on section and is unusually 
yellow. Only toward the periphery can the lobular 
markings be made out. The gall-bladder is tense and 
filled with green viscid bile. The mucosa is intact. 
The liver weighs 580 gm. 

Adrenals: The adrenals are small. 
shows a very small amount of lipoid. 

Kidneys: The right kidney is 8 x 4.6 x 3.2 cm. The 
parenchyma is pale. The cortex-is poorly demarcated 
from the medulla. The capsule strips easily revealing 
a smooth surface on which the fetal lobulations are 
still apparent. The left kidney is like the right. Both 
kidneys together weigh 120 gm. 

Internal Genitalia: The uterus is 
ovaries are small and contain no cysts. 
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Urinary Bladder: The urinary bladder is contracted. 
The mucosa is pale except for a few small petechial 
hemorrhages, 

Gastrointestinal Tract: The esophagus is smooth. 
The stomach is somewhat dilated and the rugae are 
flattened out. The mucosa shows no petechial hemor- 
rhages. The remainder of the gastrointestinal tract 
shows nothing unusual. 

Brain: The leptomeninges contain a slightly in- 
creased amount of fluid. The cerebral vessels are 
somewhat injected. The surface shows no petechial 
hemorrhages. The hypophysis is of normal size. 

Case 2. A married woman, 21 years of age with 
baby aged ten months; of slender build and with no 
history of previous disease of significance; she was 
the aunt of the child previously described, and it was 
in her home that she had been staying. 

May 14. The patient presented herself in my office 
because of spots on arms and legs. Stated that on 
the afternoon of May 12 she had felt chilly and had 
thought she might be taking cold. On May 13 she 
did not feel well. Her face was slightly swollen, eyes 
reddened, and she was dizzy. She undoubtedly had 
some Physical examination today showed a 
highly nervous individual, fever 101° F., pulse 90, face 
slightly swollen, eyes slightly injected, and a spotted 
rash, macular in character, scattered over her limbs 
and less prevalent on the body. The heart, lungs, and 
abdomen negative. Seen at her home that evening, the 
temperature was 102 F., the rash was more prevalent. 
Otherwise she was about the same. 

May 15. The fever ranged from 100° F. to 102° F. 
The rash was becoming more prevalent over the body. 
The patient was seen today by Dr. Horwitz of the 
State Department of Public Health. Blood was taken 
and sent to laboratory for a culture. This proved to 
be negative for any organism. Hospitalization was 
urged, but was refused even after cooperation of county 
authorities to finance same was secured. At this time 
the patient was given sulfanilimide, five grains every 
two hours with soda bicarbonate. 

May 16, 17, 18. The patient’s condition continued 
about the same. She did not feel particularly ill, but 
was very nervous. The bowels were loose and the 
stools were foul. The tongue was coated. She had 
some headache. 

May 19. There seemed to be a great many more 
spots over the entire body. The fever ranged from 
102° F. to 103° F., and the pulse 100 to 122. 


fever. 


May 20. Her condition was about the same. The 
urine contained 1-plus albumin. The patient was nau- 
seated. 


May 21, the 8th day of the disease. The tempera- 
ture stayed} around 103° F. The pulse had increased 
to 130 and the spleen was palpable. The rash now 
so covered the entire body that one could not place a 
fingertip on the body without touching at least three 
or four spots, which were becoming petechial. Muscle 
soreness was becoming marked. As the sulfanilimide 
seemed to be having no effect, it was discontinued. 

May 23. The patient was cyanotic, and delirious at 
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times. The fever was 104° F., the pulse was 132. Digi- 
talis and whisky were given. 

May 24. The patient’s condition was about the same. 
On this day my partner, Dr. T. C. Coggeshall, sug- 
gested metaphen, and 10 cc. of the 1 to 1000 solution 
was given intravenously. The patient seemed desper- 
ately ill. 

May 25. 
around 120. 
was moist. 
profuse. 

May 26. The fever ranged from 102° I’. to 103.6° F. 
and the pulse from 116 to 126. There was a marked 
tremor of the hands and convulsive twitching of the 
muscles of the face in her sleep. Photophobia was 
marked. The bowels were loose. The stools were 
acid in character. The urine contained no albumin 
or sugar and the p. h. was 6.5. 

May 27. The fever was 104° F. and the pulse 128 
to 136. She was very restless, delirious, and sweating. 
The throat seemed injected and the spots were dusky 
in appearance. Another 10 cc. of metaphen was given 
intravenously, 

May 28. Her condition showed a decided improve- 
ment. The fever was 101° F. in the a. m., and 99.8° F. 
in the p. m. The condition of the bowels was better. 
Sweatings continued and there was profuse salivation. 
The photophobia, was better. 

May 29. The temperature and the pulse were both 
increased, and another 10 cc. ampule of metaphen was 
given. { 

May 30. The patient was better, with a normal a. m. 
temperature. 

May 31. The fever was again higher, and a mitral 
systolic murmur was audible. 

June 1. Another ampule of metaphen was given, 
and from: this time on, the improvement was rapid. 
On June 4, the 24th day of the disease, the tempera- 
ture was normal all day and has remained so. 

On examination two weeks and four weeks later, the 
rash of spots, although greatly faded, is still distinct, 
especially on the extremities. A systolic murmur over 
the apex still persists. Convalescence seems slow. 
Hemoglobin 70%, talquist. 

Laboratory tests which proved negative in this case 
were the Kahn, Widal, typhoid, and paratyphoid A and 
B. The Weil-Felix reaction for Rocky Mountain spot- 
ted fever, performed under the direction of L. E. Orr, 
M. D., of the State Department of Public Health, was 
positive in dilution 1—680. 

Comment: Rocky Mountain spotted fever is 
transmitted through the bite of infected ticks. 
The source of infection in these two cases is 
problematical; in neither case was a history of 
tick bite obtained. It is known, however, that 
a few months previously three dead feeder sheep 
were thrown from a truck into a ravine a short 
distance from the house. It is exceedingly prob- 
able that these animals were tick infested. Some 
of these ticks may have infested the family dog 


The fever was lower and the pulse was 
The metaphen was repeated. The tongue 
The bowels were loose and sweating was 
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with which the child played and the aunt came 
in contact. 

In treatment of both these cases, sulfanilimide 
was used with no benefit. In the second case, 
the solution of metaphen intravenously seemed 
to be of almost specific value, and it will be 
interesting to learn of the experience of others 
in using this preparation in treatment of this 
very serious disease. 

SUMMARY 
Two cases, one of suspected and one of proven 


Rocky Mountain spotted fever, are reported. 
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With the aid of Federal funds made available 
through the Illinois State Department of Public 
Health for the expansion of local health serv- 
ices, the Social Hygiene Clinic conducted by the 
Evanston Department of Health was reopened 
on July 1, 1937, after having been closed for 
three years because of lack of funds. The City 
of Evanston provides the clinic quarters, which 
includes heat, light, telephone and janitor serv- 
ice; in addition, an appropriation somewhat 
larger than that provided from Federal funds 
is made by the Evanston Department of Health. 
This cooperative venereal disease control pro- 
gram is in line with similar programs through- 
out the country which have been established re- 
cently for more effective venereal disease control. 
The clinic quarters are located on the first floor 
of the building occupied by the Evanston De- 
partment of Health, thus providing opportunities 
for effective administration. The clinic has now 
been in operation for almost a year, and we felt 
that a presentation of the procedures followed 
in our clinic might be of value to other health 


THE 


officials throughout the State who are interested 
in clinics for venereal disease control, 

A total of 
in our clinic during the past year, 80% of whom 


hospitals and 


505 persons presented themselves 


are Local physicians, 


welfare organizations welcomed the opportunity 
to refer indigent persons having, or suspected 


negroes. 


of having, a venereal disease to the clinic for 


ILLINOIS MEDICAL 





March, 1939 


JOURNAL 


examination and treatment. Checking of mates 
and other members of the families from which 
these persons came, and investigation of sus- 
pected sources of infection named by patients, 
provided the clinic with a constantly increasing 
patient load. As a general principle, it is our 
feeling that venereal diseases can be treated most 
satisfactorily in the office of a private physician, 
thereby eliminating to a large extent many of 
the difficult social problems which arise in a 
public venereal disease clinic. Accordingly, 
whenever we find that the patient can afford to 
do so, he is referred to a private physician for 
care. For the most part, however, our patients 
have come from the ranks of the unemployed or 
those in the lower income brackets, and thus are 
unable to obtain the services of a private phy- 
sician, 

Our clinic staff is composed of two Public 
Health nurses who devote their entire time to 
this work, and three physicians employed on a 
part-time basis, each of whom serves at two clinic 
sessions each week of two to three hours dura- 
tion. The clinic personnel operates under the 
direction of the Commissioner of Health; three 
Evanston physicians serve as a Medical Advisory 
Board, and regular meetings are held with the 
clinie staff for the purpose of discussing clinic 
problems. In order to accommodate persons em- 
ployed in varying shifts throughout the day, two 
clinic sessions are held in the morning, two in 
the afternoon and two in the evening, a total of 
six each week. 

New Patients. We have found that admission 
of new patients to a busy therapeutic clinic ses- 
sion is not a wise procedure. Registration and 
examination of new patients is a laborious and 
time-consuming operation which upsets a 
smoothly working treatment session, Accord- 
ingly, we have set aside one clinic session exclu- 
sively for new patients. If the patient presents 
himself with obvious clinical symptoms and signs 
of venereal disease, a complete medical history 
is obtained and a thorough medical examination 
is given by the physician, which includes, in ad- 
(ition to smears for examination for gonococci 
and blood for a Kahn test, urinalysis, red and 
white blood cell counts and hemoglobin deter- 
mination, before treatment is begun. By this 
means pathological conditions are discovered 
which might be aggravated by anti-venereal 


treatment, for which the clinic would be un- 
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justly blamed should complications arise. Pa- 
tients with a history of exposure and without 
clinical symptoms of venereal disease are not 
given a complete medical examination on their 
first appearance. Smears and blood specimens 
are taken for laboratory examination, and if 
found to be positive the patient is given a med- 
ical examination the following week, and is as- 
signed to a therapeutic clinic session for treat- 
ment. Limitation of new patients to a clinic 
session conducted exclusively for that purpose 
results in inereased efficiency at the regular 
treatment clinics, and the new patient receives 
the time and attention from the clinic physicians 
and nurses to which he is entitled. 

Icterus index determinations are made at four 
to six week intervals on patients receiving ar- 
senical drugs, in order that early liver damage 
may be detected. In addition, routine urinaly- 
ses are made at three-week intervals on all pa- 
tients receiving antiluetic therapy. All labora- 
tory tests are made in our own laboratory, which 
is particularly satisfactory when the clinician 
desires an immediate report on the findings. 
Accessibility of laboratory facilities is also im- 
portant im examining vaginal secretions for 
trichomonas vaginalis. A cooperative arrange- 
ment with the Evanston Hospital Out-Patient 
department has been effected, whereby special 
examinations are made when indicated, and vis- 
ual field determinations and lumbar punctures 
are carried out. 

Record Keeping. 
nesses in Venereal Disease Control Programs 
throughout this country in past years has been 
incomplete and inadequate keeping of records. 
Too frequently a complete medical history was 
not taken, and treatment was begun without a 
thorough medical examination. Little effort was 
made to locate sources of infection, or to check 


One of the glaring weak- 


members of the family or other persons who had 
been exposed, with the result that the program 
to prevent spread of venereal diseases was rel- 
atively ineffective. 

Accordingly, emphasis has been placed upon 
the necessity for keeping complete records in our 
clinic. The Clinic Case Record form supplied 
by the Tllinois Department of Public Health is 
used. Progress notes and the record of treat- 
ment are always made by the clinician, and not 
by dictation by the clinician‘ to one of the staff 


or nurses, All such notes are initialed by the 
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clinician. This procedure eliminates inaccuracies 
and misunderstandings in record keeping, and 
the clinician can make an intelligent interpreta- 
tion of the patient’s progress from time to time. 

Treatment. The outline of treatment for syph- 
ilis recommended by the Cooperative Clinical 
Group of the U. 8S. P. H. S. is followed in our 
clinic. For gonorrhea, the Corbus-Ferry gono- 
coccus filtrate is being employed in a selected 
group of cases in connection with a study which 
is being made on this product, the results of 
which will be reported later. Sulphanilamide is 
also employed in treatment of certain cases of 
gonorrhea. For the most part, the drugs used 
in our clinic are those supplied by the Illinois 
Department of Public Health, but special drugs 
are purchased by the Evanston Health Depart- 
ment when the need arises. 

All injections are made by physicians, irrespec- 
tive of the patient load during any particular 
clinic session. Under no circumstances are the 
nurses permitted to make injections of any sort. 
It is our firm conviction that administration of 
antiluetic drugs is the entire responsibility of a 
physician, and when nurses are permitted to do 
this work, they are required to assume responsi- 
bility which is not permitted by the ethics of the 
Medical and Nursing’ professions, or by the 
laws of the State of Illinois. 

One afternoon clinic session is devoted to 
children of syphilitic parents. A pediatrician is 
in charge of this clinic, and the results being 
obtained are very satisfactory. During the first 
year of operation of the clinic, 61 children of 
Juetic parentage have been examined in our clinic, 
of whom 18 were found to be syphilitic. Those 


whose blood tests were negative are kept under 


and are reexamined and retested 


every six months. We consider this phase of 
our program to.be one of the most important 
aspects of a good Venereal Disease Control Pro- 
gram. It is more important to prevent progres- 
sion of syphilis in a child than to treat the 


chronic luetic in his sixties who has lived with 
a syphilitic infection for twenty years. 

Lapsed Cases and Follow-Up. For the -most 
part, the patients registered in our clinic attend 
sessions faithfully and follow imstructions given 
by the physicians and nurses. However, if a 
patient does not appear for treatment for three 


consecutive weeks, he is considered to be a lapsed 
case and is contacted by a nurse and instructed 


observation, 
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to return to the clinic for further treatment at 
once, Three per cent, of the patients in our 
clinic lapsed treatment according to the three- 
week standard set by us, and of these a small 
number were very delinguent in attendance, In 
handling these cases we found it most satisfac- 
tory to have them arrested and brought to court 
under the Illinois Statute requiring persons with 
au infectious venereal disease to submit to 
treatment. On appearance in court, the judge 
has passed a sentence of one year of incarcera- 
tion, but the sentence is suspended and the pa- 
tient is placed in charge of the Probation Officer 
of the Evanston Police Department for the pur- 
pose of checking clinic attendance. This pro- 
cedure has served to stimulate regular clinic 
attendance in all but two cases of incorrigibles, 
who were sentenced to the Bridewell. Even 
though the patient might not have an infectious 
venereal disease at the time of appearance in 
court, the requirement that a cure must be ef- 
fected before the patient is discharged is in- 
voked by the court, 
Statistical Analysis. The four tables submit- 
ted herewith present an analysis of our patient 
load according to disease, occupation, age, sex 
and color. Table 1 presents an analysis of the 
patient load according to disease, sex and color, 
and it will be noted that the majority of our 
patients are negroes. This preponderance of col- 
ored persons is no doubt due to their lower eco- 
nomic status as compared to the white man, 
which does not permit treatment by a private 
physician. Furthermore, the negro has for 
years been accustomed to attend free clinics for 
medical care, and he naturally turns to clinics 
such as our when he becomes ill. In comparison, 
the white man prefers the services of a private 
physician, and generally manages to avail him- 
self of such care, frequently under very trying 
circumstances, The majority of luetics under 


treatment in our clinic have tertiary syphilis, 
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and we are not finding as much primary and 
secondary syphilis as we had anticipated. A pro- 
portionately larger number of females than males 


is receiving treatment for syphilis, while in the 
case of gonorrhea just the opposite is true, 





TABLE 1. CLASSIFICATION OF PATIENTS 


ACCORDING TO DIAGNOSIS AT TIME OF 


REGISTRATION AT CLINIC FROM JULY 1, 


1937 TO JUNE 30, 1938 


Total number of patients examined............... 505 
Total number of negroes examined.........-.---+--- 408 
Total number of negroes with syphilis,,..,,,++++. 215, or 53% 


Total number of negroes with gonorrhea.......... 


Total number of whites examined...........-.-06- 


39, or 10% 
97 





Total number of whites with syphilis........+000+. 36, or 37% 
Total number of whites with gonorrhea.......-.--- S,or 5% 
Negro males with syphilis... ....cccccccccccccces 91 

Negro females with syphilis............. 

Negro males with gonorrhea....-......- 

Negro females with gonorrhea.........e0eeeeeeee8 

White males with syphilis..................02000- 15 

White females with syphilis.................-.2.- a 

White males with gonormhea,......0iessersrveces 2 

White females with gonorrhea...............--25- 3 


Symptom-free children under observation because of Luetic 


Parentage—Male 30—Female 31, 


Type of Syphilis 


Male Female 
Na occa oa ars carl eto nds Maas 2 0 
SRE wc. swcnsndaeecceklauuneeerenes 6 17 
DEY  ccccenrixnies Keats ori 71 119 
aah ors alo zac sien wa eine aaa aeiowra crerearoe 11 1 
CNEL siiosc ce ae SONS oe aN ee BOOS ae Oe 6 9 
<3 ear beg esi eee Ree es ern er 96 146 

Type of Gonorrhea 

Male Female 
ne Cee SE Se eee eS re ee Eee 25 6 
CHD tearvesteris eer SeLigvteniens 11 16 
NE ai Gi Ware ed a's bE RA CS OE ek 36 22 





In Table 2 the patients are classified accord- 
ing to marital status, and it is of interest to note 
that the largest number of patients of both sexes 
under treatment for syphilis are married. In 
the case of gonorrhea the number of married per- 
sons under treatment is equal to those who are 
single. 

In Table 3, it will be noted that the largest 


number of persons with syphilis come within the 
age range from 20 to 55 years. In contrast, the 








TABLE 2. CLASSIFICATION OF PATIENTS ACCORDING TO MARITAL STATUS 
Syphilis Gonorrhea Negative Total 
Male Female Male Female Male Female Male Female 
NE ionic op tenses svar riderrtgenrs 33 38 16 4 55 oS 104 117 
NIE oleic 9)c.c crise ois winwisine aie po wo ais 51 56 9 9 28 37 88 102 
ER eC CR ee ee 7 20 0 0 5 5 12 25 
OATES eee OS Aree? 1 4 0 0 0 0 1 4 
SS ok ry ene er ee 13 27 2 4 2 a 17 35 
NR octets ko bahplecuts ores sachs 145 27 17 90 121 222 283 
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largest number of patients with gonorrhea come 

re ees , ' 1 a 
within the 20-25 age grouping. Attention is di- 
rected to the age groupings of children under 
observation or receiving care in our clinic. A 
significantly larger number of females have 
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largest number of patients are female domestic 


servants, while several other types of servants 


are also represented. This is not an industrial 


community, therefore most of the negroes earn 
a living in this manner, In our educational pro- 





TABLE 3. CLASSIFICATION OF PATIENTS BY 


Color Syphilis 
Age Male Female 
w. aap ah 
Under 1 year of age..socrevecorne B 2 2 
W. 1 
a te -@ Se. OE ae cues B. 3 
W. 
S te “Oreeder 6b Age. ok cue Z. 3 3 
Ww. 1 1 
[0t0: 14 $eats: Of AGO siscccasd B. 2 
w. sii 2 
15 to 19 years Of agers rrevroees B, 5 6 
W 1 3 
20 to 24 years of age..........-. 3. 3 238 
W. ‘ 1 
25 ito 29 -eAts Gh H2Be~ x... q<-2.6,<, 050.00 3 13 18 
Wee 2 2 
30 to 34 years of aBe..ccccceceee =I 14 
Ww. 3 4 
35 to OO DORE OF OO oi vec cx eens B. 18 32 
W. 3 4 
45 to SA yeara of age. .5 62.6555 B. 15 12 
Ww. 2 3 
55 to 64 years of age............ B. 7 5 
Ww. 1 Se 
65 to 74 years Of ag€...0cecceereDe 4 3 
W. 1 
ce SCRE SE - QNEE ss isos dss oclees B. 1 
MM lS anon aval coe gee aay 9. eh eke os he eccye a 105 145 


AGE, SEX, AND COLOR 


Gonorrhea Negative Total 
Male Female Male Female Male Female 
a ee 1 we 1 ewe 
o° oe 4 3 6 5 

1 5 2 5 
5 7 8 7 
rr 5 aa 5 
1 8 Ys 11 11 
ae 2 2 3 a 
ie 1 4 5 4 8 
1 3 4 4 6 
2 1 7 12 14 19 
we 2 8 12 9 17 
V1 4 7 19 26 42 
l a 3 l 
5 4 6 7 24 29 
= wa 2 1 4 K 
5 l 7 15 21 30 
a+ 1 2 2 5 7 
3 2 12 9 33 43 
os 1 Z 4 6 
1 4 7 20 19 
] 1 3 4 
1 4 8 9 

me 1 
, 2 ] 6 4 

1 

1 
27 17 90 121 222 283 





availed themselves of the clinic service, in con- 
trast to the number of males. 

In classifying patients according to occupa- 
tion in Table 4, it is of interest to note that the 


gram, housewives are always encouraged to send 
servants to the clinic for examination for a 
venereal disease, Inasmuch as persons so infected 


and not under treatment are a definite public 





TABLE 4.. 


Syphilis 


Male Female 

BUUGE cco CPO eas eae arn ms 1 0 
Se : a aera ea erates ear areca e 0 3 
COBO sia iip case hETO MNES PERE ORS 3 0 
RP os Bt a aed ra Mees Raat 1 0 
IN Fi 66 on Gs ew a awe Ses 2 0 
DOMGHIC i6:06k in revere es en ees reves U 66 
EGMROEIEEE, Vance rat a ar eae we ee ea 0 35 
DONO ona ow cceut ana OR GRE Nee Ts Cee 9 0 
abate Wii Ae io. MsasieiienCiegenass 13 0 
RIMM Sasa, FAs a Stas aa au ars We: ne ea acer 0 y 
eg eeereere eerie 2 0 
REOEE asa bbw Sais cso he aeienis Be wns deine e 19 0 
ENN oa ota a eee ose ee ee ee 6 2 
DONO cmiiinrecisienses wads (eretarbonytee 8 
EE OOD Fee ere ee ae PU Ae 2 0 
pi Ra Paina 2 arene tert es are 30 19 
WidMOIR COO en c<aainitiniaisccdonianent. 3 0 
NNER ats ee ae apn aa aca Se Sn pi al Miele aw 0 3 
Se Pee rer ere re et Corer rs LC 7 2 

NE ak Seidl era Sia: SO 105 145 


CLASSIFICATION OF PATIENTS ACCORDING TO OCCUPATION 





Gonorrhea Negative Total 
Male Female Male Female Male Female 

0 0 2 0 3 0 
0 0 0 0 3 
0 0 2 0 3 0- 
0 0 3 0 3 0 
0 0 2 0 4 9 
0) 5 0) 43 0 114 
0 6 0 31 0 72 
9 il 0 22 0 
5 0) 8 0 26 0 
0 0 0 0 0 7 
0 0 0 2 0 
8 0 6 0 33 0 
0 0 9 14 15 16 
3 2 23 2 33 33 
1 0 0 0 3 0 
7 4 16 8 53 31 
l 0 I 0 5 0 
0 0 0 1 0 4 
0 0 10 1 17 3 
27 a 90 121 222 283 
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health hazard in the homes in which they are 
employed. 
SUMMARY 

The program of the Social Hygiene Clinic op- 
erated by the Evanston Department of Health 
is described in detail. Funds for maintaining 
the clinic are provided jointly by the City of 
Evanston and the Federal Government. Any 
resident of Evanston is eligible to free examina- 
tion and treatment for a venereal disease. In 
view of the many social problems which arise in 
a public venereal disease clinic, patients who can 
afford to do so are always encouraged to place 
themselves under treatment with a private phy- 
sician. 

One clinic session each week is devoted exclu- 
sively to admission and examination of new 
patients. It is felt that adequate preliminary 
examination cannot be given to new patients who 
are admitted to therapeutic clinic sessions. A 
thorough medical examination is required be- 
fore treatment is begun. Special medical exam- 
inations not available in our clinic are conducted 
in the out-patient department of the Evanston 
Hospital. Particular attention is devoted to com- 
plete medical histories and records. Procedures 
carried out for each patient are recorded and 
initialed by the physician who did the work. 
Injections of any sort by nurses are not per- 
mitted. Icterus Index determinations and rou- 
tine urinalyses are made in our laboratory 
throughout the period of treatment with arsen- 
ical drugs. 

Children of syphilitic parents are examined, 
and placed under treatment if found to be in- 
fected. Those who do not show positive find- 
ings are kept under observation and reexamined 
at intervals of six months. Persons who lapse 
treatment before a cure is effected are contacted 
by a Public Health nurse and urged to return 
for further treatment. Three per cent. of the 
patients in our clinic have lapsed treatment for 
a minimum period of three weeks, but 98 per 
cent. returned. 

Eighty per cent. of our patients are negroes, 
and a diagnosis of tertiary syphilis has been 
made in the majority of cases. The small num- 
ber of cases of syphilis detected in the primary 
or secondary stages suggests that most chancres 
are not detected, or the patient does not seek 
early medical advice. ; 

Our clinic does not conduct examinations for 
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syphilis or gonorrhea in persons contemplating 
marriage. 
DISCUSSION 

Dr. S. M. Miller, Peoria: As we initiated a ven- 
ereal disease control program in Peoria on April 15th 
I can add nothing as yet from our experience, but cer- 
tain thoughts have come to me while listening to Dr. 
Tucker. The Peoria clinic like that of Evanston is 
organized for the municipality. The rest of Peoria 
county has no venereal disease program. In like man- 
ner, municipalities throughout the state are developing 
their control measures, while large areas of the state 
will continue to exercise control over venereal disease. 
Without control will tend to neutralize the efforts of its 
sections of the state that are endeavoring to stamp out 
venereal disease. The county and not the municipality 
should be the unit of control. 

Evanston is fortunate in not having the problem of 
prostitution. The prostitute is a difficult problem. She 
is always destitute. She can engage in no other oc- 
cupation. She is irresponsible and difficult to control. 
When infected she leaves the city and disappears. In 
order to insure control and treatment of the infected 
prostitute it is necessary to convict her of solicitation 
and send her to a penal institution. Communities alone 
cannot cope with this problem. Ultimately there should 
be state institutions for the isolation and treatment for 
persons suffering from venereal disease. This is not 
intended to take the place of local control but to sup- 
plement it. 

Dr. John J. McShane, Springfield: Due to the large 
number of persons who will not remain under treat- 
ment and who do not comply with our rules while in- 
fectious, this department has in mind arranging for a 
farm for such individuals, especially prostitutes, where 
they may be held under quarantine and treatment. It 
is hoped that under such control and supervision these 
people can be educated and rehabilitated while on this 
farm. 





BENZEDRINE SULFATE IN 
DEPRESSIONS 


IsIDORE FINKELMAN, M. D. 
CHICAGO 
and 
DanieL Harrron, M. D. 


SEVERE 


ELGIN, ILLINOIS 


Benzedrine has proven of value in several 
neuro-psychiatric conditions. Prinzmetal and 
Bloomberg' have used it successfully in narco- 
lepsy. Their results have been confirmed by 
others.” It is of some value in chronic exhaus- 
tion and certain types of psychoneurosis, accom- 
panied by a feeling of fatigue and depression.*® 

From the Elgin State Hospital and the Department of Nerv- 


ous and Mental Diseases, Northwestern University Medical 
School. 








139 








March, 1939 


At the Elgin State Hospital Anderson* has 
found that it is of no value in dementia praecox. 
This has also been the experience of Myerson 
and his coworkers. 

Shapiro and one of us (Finkelman)* have 
found benzedrine, when administered with atro- 
pine or hyoscine, to be of definite value in 
chronic encephalitis. There was an improvement 
in the sleep cycle, an increase in energy, and a 
diminution in the frequency of oculogyric crises 
which at times disappeared entirely. This has also 
been noted by others.®. The stimulating effect of 
benzedrine on the central nervous system has led 
us to try it in the depression of manic-depressive 
psychoses and in involuntional psychoses. 

Wilbur et al’ noted that of ten patients in 
the depressed phase of manic-depressive psycho- 
sis, seven experienced marked relief and three 
noted an exacerbation of symptoms. The patients 
who experienced relief had not been severely 
depressed. 

We treated 15 patients with benzedrine; five 
were classified as depressed phase of manic-de- 
pressive psychosis, seven as involutional psy- 
choses, one mixed type of manic-depressive psy- 
chosis and two who were severely depressed but 
whose behavior did not fit any of the nosologic 
entities, and whose cases were left undiagnosed. 
The duration of the treatment varied between 
three weeks and three months. 

The benzedrine sulfate was administered in 
the early part of the day, in divided doses, the 
dosage ranging between 20-60 mgs., adminis- 
tered in the form of 10 mg. tablets. 

Results. One patient improved markedly after 
benzedrine was administered for three weeks. 
This patient was a woman of 45, admitted to the 
institution July 24, 1938. A year before her ad- 
mission she developed delusions that people were 
talking about her and were following her about 
the street. 

While in the institution she was depressed and 
retarded, tearful, self-accusatory, felt that some- 
thing was going to happen to her, but didn’t 
know what. Asked repeatedly not to be harmed, 
complained of hot flashes. She was diagnosed as 
a case of involutional psychosis. 

Benzedrine sulfate therapy was started on 
August 22, 1936, and continued for three weeks, 
the dosage being 30 mgs. a day. 
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While receiving this medication, patient be- 
came cheerful, alert and responsive, exhibited no 
overt psychotic behavior. Her improvement oc- 
curred simultaneously with the administration of 
henzedrine. 

The other fourteen patients exhibited no fav- 
orable response to treatment. During the ad- 
ministration of the drug, however, two of the 
patients recovered two and three months respec- 
tively after treatment was discontinued. These 
were cases of depressed phase of manic-depres- 
sive psychosis, a condition in which spontaneous 
recoveries are the rule. Three of the patients 
were definitely affected adversely by the treat- 
ment, one a woman of 32 in a depressed phase of 
manic-depressive, became resistive and excitable. 
Therapy was discontinued and the resistiveness 
and the irritability ceased. Another depressed 
patient became restless, irritable, acquired a sui- 
cidal tendency which ceased after the medication 
was discontinued. In a third patient the treat- 
ment was discontinued because the patient be- 
came combative. 

CONCLUSION 

Benzedrine sulfate is a useful drug if its 
limitations are known. It is of value in post- 
encephalitic Parkinsonism, narcolepsy, mild de- 
pressed states and chronic exhaustion. However, 
it is of no value and may be harmful in severe 
depressions. 
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One should go in with an open mind, though one 
should not keep the mind constantly open. As G. K 
Chesterton said, “The object of opening the mind as 
of opening the mouth, is to shut it again on something 
solid.”—Herrick. 








266 ILLINOIS MEDICAL JOURNAL 


IMPROVEMENTS IN THE SURGICAL 
TREATMENT OF GALL-BLADDER 
DISEASE 


(This article does not deal with cases of acute 
cholecystitis, or jaundice.) 
RautpH B, Betray, M. D., F. A. C. 8. 


Attending Surgeon, Michael Reese and Cook County Hospitals. 
Assistant Professor, Clinical Surgery, Rush Medical School 


and 


WittiamM H, TanNENBAUM, M. D. 


Associate Surgeon, Cook County Hospital; Adjunct Attending 
Surgeon, Michael Reese Hospital 


CHICAGO 


Much has been done recently to improve the 
results in the surgical treatment of gall-bladder 
disease. The innumerable articles published on 
the various phases of this work are scattered 
throughout the literature. Much of the clinical 
experience has never been recorded. lt seemed 
logical, therefore, for us to report our findings, 
based on what we have read, on our clinical ex- 
perience both in private practice and as surgeons 
for many years for the gall-bladder group of the 
Michael Reese Hospital and, last but by no 
means least, on what we have learned in dis- 
cussing the matter with other surgeons and phy- 
sicians. j 

Selection of Cases. By studying our end-re- 
sults in a carefully selected series of cases in 
whom a complete follow-up was possible, we 
found concrete statistical evidence to prove an 
assumption which we had long suspected, namely, 
that the percentage of symptomatic cures at- 
tained after operation was highest in those pa- 
tients who had complained of typical colics pre- 
operatively and in whom gallstones were found. 
and that the percentage of cures was lowest in 
those patients with vague symptoms and in whom 
no stones were found. 

Furthermore, our check-up showed us that 
in those cases in which the pathological changes 
in the gall-bladder were very marked, the per- 
centage of complete relief of symptoms was 
higher than in that group of cases with only 
slight pathological changes. Analyzing this from 
the point of view of length and severity of the 
underlying condition it might seem strange, be- 
cause marked pathological changes—especially 
fibrosis—would presuppose a prolonged period of 

From the Gall-Bladder Group of Michael Reese Hospital. 


Read in part before the medical staff of the Lutheran Dea- 
coness Hospital, May 20, 1938. 
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disease as compared to slight pathological change, 
and as a rule in surgery we might say that the 
shorter the duration of the disease the better 
the after results. The explanation may lie in 
the fact that in the group showing definite 
pathological changes of the gall-bladder the or- 
ganism has adjusted itself and, also, that in the 
group with few pathological changes other fac- 
tors besides gall-bladder disease may account for 
some or all of the symptoms. The statistical 
evidence was so clear that we now consider the 
absence of stones as a contraindication to opera- 
tion except in exceptional cases. We found, fur- 
thermore, that a clinical diagnosis of stones is 
not sufficient. We found in a surprisingly large 
number of cases in which the typical symptoms 
of gall-bladder colics were present and in which 
we, and the medical men in consultation, had 


diagnosed the presence of stones in spite of neg- . 


ative x-rays that at operation there were no 
stones. In this group at least half of the pa- 
tients continued having symptoms after the 
cholecystectomy similar to what they had had 
before. We have, therefore, come to rely more 
and more on x-ray report, and, in fact, I do not 
consider it far-fetched to say that I believe 
Roentgen ray diagnosis is as important to a gall- 
bladder patient as it is to a fracture patient. 

In short, we now group our patients according 
to desirability for operation (omitting from this 
discussion all acute cases and all cases of com- 
mon duct obstruction) as follows: 

1. Patients with history of several typical gall- 
bladder colics in whom x-ray reveals the presence 
of gallstones or on repeated examination a com- 
plete absence of filling of the gall-bladder. In 
this group, granting the absence of other definite 
changes, the great majority of patients will ex- 
perience symptomatic cure. 

2. Patients with more vague gall-bladder 
symptoms (belching, dyspepsia, heartburn, vague 
pain in hypochondrium, selective food habits 
ete.) in whom x-ray reveals the presence of gall- 
tones or complete absence of filling. In this 
group most of the patients will experience symp- 
tomatic relief. 

3. Patients with very few gall-bladder symp- 
toms but with a positive x-ray diagnosis of either 
gallstones or cystic duct obstruction. The gall- 
bladder disease is usually discovered during the 
course of a routine examination. In such cases 
a very careful search should be made for some 
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cause other than the diseased gall-bladder as the 
source of their symptoms. Such patients, fur- 
thermore, should be given the benefit of pro- 
longed medical treatment because taken as a 
group the percentage of symptomatic relief is 
small, about 50 per cent. 

4, And lastly, that large group of patients 
with either typical or vague symptoms in whom, 
however, a clinical diagnosis of gall-bladder dis- 
ease might be made in spite of a normal chole- 
cystic response to the dye. It is in this group 
that we operate only on the exceptional case. In 
the earlier days of the Graham-Cole test, we fre- 
quently used to back our clinical judgment 
against the negative x-ray evidence and suppose 
that the stone might have been hidden, only to 
find at operation with most disconcerting regu- 
larity that we were wrong and the x-ray had been 
correct. Nowadays we either refuse to operate 
upon these patients at all or, if we do, we do so 
with the understanding that we are performing 
an exploratory laparotomy and are perfectly wil- 
ling to leave the gall-bladder in place if the gall- 
bladder seems to be normal and other pathological 
changes are present. Only a few days before writ- 
ing this report I operated upon a patient whose 
dye test failed to reveal definite changes but 
where a diagnosis of gall-bladder disease had 
been made by one of the leading clinics in this 
country and confirmed by several of our best 
medical consultants. Here, in spite of previous 
experience, I was willing to call the x-ray wrong. 
At operation I found a normal gall-bladder, but 
a peculiar malformation of the omentum which 
permitted a small intestinal herniation and which 
was responsible for the symptoms. Once again 
the Graham-Cole test properly interpreted was of 
more value than clinical evaluation. 

Laboratory Diagnosis. I will not go into the 
method of x-ray diagnosis further than to say 
that we follow the standard technique. We are 
not satisfied with a single plate which discloses 
stones but demand several plates taken from dif- 
ferent angles. This precludes a calcified gland, 
a kidney stone or a gass bubble in the intestine, 
which at one angle may overlie the gall-bladder 
shadow, from being called a gallstone, because 
on the other plates, taken at different angles, 
this interfering shadow will be thrown out of 
its relative position. We never trust a “non- 
filling gall-bladder” report unless it is checked 
by a subsequent “double dye” test. Wherever 
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possible we demand a complete gastro-intestinal 
x-ray as well as a gall-bladder series and in in- 
numerable instances have discovered duodenal 
ulcers and other abnormalities. 

We have been very dissatisfied, in the whole, 
with the so-called liver function tests. Here, in 
contrast to what I said before, we have found 
clinical judgment far superior to the laboratory 
tests. Of late, however, we have been interested 
in studying the proportion of the blood choles- 
terin esters to the blood cholesterin and have 
attached a great deal of importance to this test 
whenever we found that the proportion is greater 
than 1-3. The icterus index of the blood of a 
patient is a sensitive determinant, more sensitive 
than we can determine clinically with the naked 
eye. Of course, the usual routine blood count, 
urine analysis, and blood chemistry tests are as 
necessary before operation in a gall-bladder pa- 
tient as in any other. 

Preoperative Treatment. (As I have said in 
the title, the article does not deal with jaundiced 
and acute cases. These two types of patients 
require such radically different handling from 
the non-acute, non-jaundiced patient that one 
article cannot well deal with both groups.) 

All patients on our service are hospitalized 
forty hours or longer before operation. Wher- 
ever feasible, all patients are placed on a high 
carbohydrate diet for several days before hos- 
pitalization, diabetics and potential diabetics of 
course excepted. Careful bleeding and coagula- 
tion time tests are made preoperatively. On pa- 
tients in whom we fear liver damage, we fre- 
quently order an intravenous infusion of 10% 
glucose the night before the operation. Other- 
wise our routine varies little or not at all from 
that of most patients for laparotomy. 

Operative Treatment. I dislike the word rou- 
tine. However, if by routine is understood our 
usual method of procedure, but a method which 
is frequently varied according to fit the individ- 
ual case, then I can say that our routine is as 
follows: 

Cyclopropane and oxygen anesthesia usually, 
spinal anesthesia occasionally. 

Transverse incision wherever possible, right 
paramedian incision in patient with narrow slop- 
ing costal margins or in patient where we sus- 
pect that plastic work on the duct may be indi- 
cated (we have no hesitance either of carrying 
the transverse incision clear across or of enlarg- 
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ing it by a T-shaped paramedian cut if nec- 
essary ). 

Careful exploration of the entire abdomen, 
gall-bladder and ducts. 

Aspirating the gall-bladder contents when the 
gall-bladder is distended. We feel that this 
step is very important and an important safety 
factor in saving the common duct from injury. 
Very frequently the base of a distended gall- 
bladder prevents the surgeon from seeing the 
cystic duct and the common duct. As long as 
both cystic and common ducts are in clear view, 
there is no danger of injuring the common duct; 
on the other hand, the moment the surgeon works 
blindly in this important area, danger of in- 
juring the common duct is always present. The 
gall-bladder can easily be aspirated without spill- 
ing any bile if a little care is used, but even if 
a few drops of bile are spilled, the likelihood 
of a resulting peritonitis is practically nil. In- 
fection after a cholecystectomy is much more 
likely to result from opening latent infectious 
processes buried in adhesions or in glands than 
from bile contamination. 

Locating the cystic duct, verifying that it is 
the cystic duct by demonstrating the common 
duct, ligating and cutting the cystic duct with 
a single ligature of fine catgut or silk. We pre- 
fer single ligatures to double ligatures wherever 
it is necessary to place a ligature, because we 
feel that the double ligature of necessity causes 
the intervening bit of tissue to become necrotic 
and thus interfere with closure of whatever was 
ligated. The bigger the duct or the larger the 
vessel, the more important it is, we think, to 
place only one ligature. 

Ligating the cystic artery separately, if neces- 
sary,—again only single ligature. 

Removal of the gall-bladder from below up- 
wards. 

Supervision of the field of operation to verify 
hemostasis, etc. 

Closure of the abdomen in Jayers without 
drainage. 

We never open the common duct unless it is 
markedly dilated, or we can palpate a stone, or 
the patient has had a definite jaundice history. 
In the latter case, we still do not open the duct 
if the icterus index at time of operation is nor- 
mal, the duct not enlarged, and no stone pal- 
pated, The greater the number of patients who 


return to us for one, two and five-year check-up, 
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the more sure we feel that our policy regarding 
common duct exploration is the correct one. The 
mortality and morbidity rates rise as soon as 
the common duct is opened and drained. 

Postoperatiwe Treatment. We attempt to 
keep our postoperative treatment as simple as 
possible. The vast majority of cases are treated 
very much as we treat our appendectomy or 
hernia patients. We give them sufficient mor- 
phine to keep them comfortable, usually one or 
two hypodermics for the first and sometimes for 
the second day. We allow them fluids as soon 
as they can take them and then increase the diet 
pretty much as the patient desires. We allow a 
back-rest in bed almost immediately and in 
transverse incisions, especially in young and 
strong individuals we allow the patient to be 
in a wheel-chair in about a week. The patient 
may walk or go home, according to his or her 
strength. Patients who come to us from busy 
homes or offices are usually encouraged to add 
a little rest cure to their postoperative convales- 
cence and, if we can, we keep them in the hos- 
pital and quiet longer than would otherwise be 
necessary. 

Occasionally, just as after any major opera- 
tion, we give intravenous glucose or blood if this 
seems indicated. ‘There is one thing, however, 
we make a point of seeing to, and this applies 
to a patient who is returned from the operating 
room aiter any major operation, and that is 
we try to keep them from becoming dehydrated 
through excessive perspiration. Again and 
again I see physicians making great effort in 
the laudable endeavor to supply a recuperating 
patient with fluids and apparently completely 
overlook the fact that the patient is sweating out 
as much or more fluid than is being given be- 
cause of the supposition that a patient returning 
from the operating room must be smothered in 
blankets. Naturally, we, too, do not want to 
have our patients take cold, but in a modern, 
steam-heated hospital this is not apt to occur, 
and as a rule one blanket or in hot weather a 
single sheet will be all the covering the patient 
needs. Qur nurses are instructed to guard 
against chilling, but they are cautioned just as 
much to try to keep the patient from excessive 
sweating. 

Convalescent Treatment. When the patient 
is discharged from the hospital, he or she is 


usually told to “eat carefully” and on general 
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principles to avoid the excessive use of alcohol, 
highly seasoned foods and fat. On the other hand, 
we purposely prescribe no diet, but if the patient 
is intelligent, advise him only to refrain from the 
types of food he finds he does not easily tolerate. 
We have noted, as has everyone else, that a cer- 
tain small percentage of patients may have one 
or two or even more attacks of pain simulating 
their previous attacks within the first few weeks 
or months after operation. These attacks are 
usually much milder than those which the pa- 
tient had before and usually cause more mental 
anxiety than pain. ‘These attacks have been at- 
tributed to spasm of the muscle of Oddi and 
this may well be the mechanism involved, al- 
though we have no way of being certain. Our 
experience with nitroglycerine and other anti- 
spasmodics has not been as good as that described 
by many other authors. 1 have the feeling that 
emotional upsets, worries, fatigue, etc., are in 
part responsible. Whatever the cause is, these 
attacks occur only in a small percentage of cases, 
rarely last longer than a few months and dis- 
appear without any treatment. 

We always have our gall-bladder patients re- 
turn to us two weeks and a month after leaving 
the hospital and after that at yearly intervals. 

CONCLUSION 

The foregoing is a brief review of the meth- 
ods by which we of the gall-bladder group at 
Michael Reese Hospital choose our patients for 
operation, prepare them, operate upon them and 
treat them afterwards. Since we have given up 
operating except when the x-ray reveals stones 
or obstruction to the sytic duct or in those rare 
cases in which clinical judgment forces us to 
in spite of a normal x-ray response, our results 
have been most gratifying. We feel that the 
comparatively simple preoperative and postoper- 
ative technique which we use, and especially the 
omission of drainage, have contributed to this 
suecess. We feel that by bringing both the 
cystic and common ducts into clear view we 
eliminate the danger of common duct injury, and 
we are sure that by shunning promiscuous open 
common exploration and drainage we decrease 
the mortality and minimize the morbidity figures. 

Especially are we convinced that we have 
gained much useful information by our group 


study of gall-bladder disease and that our fre- 


quent discussions and rounds in which not only 
‘ 


GEORGE DE TARNOWSKY 


269 


the medical men and the surgeons participate, 
but the chemist, the physiologist, the roentgen- 
ologist and follow-up workers as well have been 
invaluable to us. 





STANDPOINT OF THE RESERVE 
(GkorGE DRTARNOWSKY, CoL., M. R. C. 
CHICAGO 


What will the Reserve do in the case of war? 
They will do as much as they are trained to do 
in peace time, no more, no less. As you heard 
Colonel McKinley say a few moments ago, we 
have been almost always unprepared. That has 
run through the whole history of our country. 
At this period of our country’s life we are prob- 
ably better prepared than ever before, but we 
still lag way behind the other nations of the 
world. 

The Reserve Officers of whatever branch of 
service represent the third line of defense. What 
will the Medical Reserve Officers do when that 
hour comes? One of two things, either be sent 
to camps to train recruits or set to work organ- 
izing a medical regiment and be probably as- 
signed as regimental surgeons. That means that 
the Reserve Officer must know the basic drill of 
a soldier before he enters active military service. 
Only by so doing will he be capable of carrying 
out his original commission. We are not going 
to be sent to the front immediately or in two 
months or three months. We are the third line 
defense. We will have to do the training, or- 
ganizing and preparing of medical units for 
work as they are sent to the front wherever the 
front may be. As an old war veteran, I want to 
make an earnest plea to the younger men here 
present to keep up your activities in the Reserve 
Corps and to enlist as many young men as pos- 
sible to join the Medical Reserve Corps, We are 
being depleted very rapidly. Some of us are be- 
ing put on the retired list on account of age; 
others are dropping out because of infirmities, 
and the efficiency of the Reserve Corps will de- 
pend upon you young men who were not oyver- 
seas during the war and who now have a chance 
to join the Reserve Corps and be sent to camp 
to learn the basic work of a soldier. 

There are two distinct classes, as I see it, of 
medical officers in the Army. The first class 
will be put into base hospitals where the maxi- 
mum amount of technical training and a mini- 











270 ILLINOIS MEDICAL JOURNAL 


mal amount of military training will be re- 
quired, They will work approximately under 
peace time conditions far away from shells, air- 
planes, etc. Their function will be largely surg- 
ical. They will have to do some paper work but 
they will be able to train clerks. On the other 


hand, the medical officers who become regimental 


surgeons or who are put into medical regiments 
in the zone of activity must not only be, as Col- 
one) McKinley said, good doctors, but good mili- 
tary surgeons, and they must know a good deal 
about military tactics. Such a regimental surg- 
eon is put on his own responsibility. In time of 
battle the officer in charge of a collecting sta- 
tion or field hospital cannot run back to talk 
to the Colonel, asking him what to do. He must 
act on his own initiative. If he is in command 
of a collecting station, he must move it if it is 


bombed, on his own initiative. He may be told 


what the battle line will be, but emergencies will 
arise so it is up to the young captains to develop 
initiative, to develop a military spirit and make 
the men under them feel that they are well han- 
dled and that they have received the best possible 
leadership under the circumstances. The medical 
officer in command of a company must be a father 
to his men. | think a good military rule to follow 
is not to ask any of the men under you to do any- 
thing that you cannot do a little better than 
those men can, If you can do that, then they 
will go through hell-fire for you, for their regi- 
ment and for their division. The time to de- 
velop that military spirit is while in the Reserve 
Corps. 

According to Colonel McKinley, funds for the 
Medical Reserve Corps are dwindling. There 
are courses being given in Chicago and else- 
where. Keep yourself imbued with the idea that 
you are not only to get a medical officer’s rank 
but a good military training. Now is the time 
to get ready for whatever eventuality this coun- 
try will have to face in the future. It is true 
that the Reserve Corps is worse off than the Na- 
tional Guard, We never had enlisted men, we 
had surgeons. 

[t is important that you, as military surgeons, 
should know what divisions are in the battle 
front, where your service begins and where it 
ends. You cannot go beyond, you cannot go to 
right or left; you must know exactly what to do 
and what not to do, There are certain things 


you must remember. When an ambulance goes 
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to the front it must carry with it a certain num- 
ber of splints, blankets, etc, for your wounded 
when brought to the field hospital. When you 
get into actual warfare you must know what to 
do. You may talk about the ills of war; there 
is romance in it. It is an experience that none 
of us would care not to have had. We had trench 
foot, the flu and mustard gas, but all in all there 
was considerable romance, Any young man with 
good red blood in his veins I would advise to go 
to the front lines and become a regimental surg- 
eon or a commissioned officer in a medical regi- 
ment. That is to me excitement unforeseen. In 
the base hospital it is like working in a big gen- 
eral hospital in civil life. Again, I make a plea 
for you younger men to go among your friends 
and among your classmates and urge them to 
jom the Reserve Corps. Join today; do not 
wait, so that we may have large numbers with 
military training, so that when the M hour 
comes we may have large numbers to train re- 
cruits. When [ look back at 1917 and think how 
unprepared we were at that time; not one per 
cent of the officers had any notion of what mili- 
tary life was and we began absolutely at the bot- 
tom. We want to avoid that and the way to 


avoid it is by getting some training now before 
ve come to M hour. 





}¥ WAR SHOULD COME, WHAT ROLE 


WOULD THE MEDICAL PROFES- 
STON PLAY? 
NorMAN L. SHEEHE 


Department Surgeon, American Legion 
ROCKFORD 


Mr, Chairman, Department Commander, and 
My Friends: Last year when I addressed the 
Veterans’ Service Committee of the State, 
I brought out the fact that the veterans and the 
medical men were both interested in veterans’ 
facilities. I do not see that I should dwell fur- 
ther upon that point at this time. Rather T am 
going to give you a brief history of the Medical 
Commission in the American Legion in the De- 
partment of Illinois in order that you might 
know us better. ; 

In 1931 the program of the department of I]li- 
nois Medical Commission was brought out by 
our Chairman of this evening, Dr. Frederickson, 
who brought it to the American Legion in con- 


vention assembled. They voted upon it and the 
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plan was accepted, as a large number of you 
know. Dr. Frederickson served as department 
surgeon for two years. He did great work visit- 
ing the different facilities and building up a real 
Medical Commission. The personnel of this com- 
mission is made up of the department surgeon, 
assisted by the department commander and ap- 
proved by the Executive Committee of the State 
Department. The five divisions are represented 
by the division surgeons, of which there are some 
present tonight. The division surgeons are se- 
lected by the division commander and sanctioned 
by the Department Surgeon. There are 25 dis- 
trict surgeons and they in turn are approved, 
and have their particular duties assigned to them 
in the district. ‘Those duties are somewhat too 
numerous to bring out at this time. Counties 
outside of Cook County have surgeons and posts 
throughout the State of Illinois have their post 
surgeons. ‘This comprises the Medical Commis- 
sion of the Department of Illinois, of the Ameri- 
can Legion. Offhand, Y would say that we num- 
ber somewhere between 700 and 900. The 
purpose of the Medical Commission is to better 
serve the veterans through the Medical Commis- 
sion in order that, through organized efforts, bet- 
ter, more effective, and more coordinated results. 
will accrue to the benefit of the ex-service man. 

The program in 1938 is, first, to bring the 
medical men closer together in the post in order 
that a better understanding might prevail with 
common problems faced on a common ground. 

Second, is the educational program along med- 
ical lines. As you all know, about a year ago 
one of the large newspapers in the State of Illi- 
nois brought out the fact that we should orig- 
inate a program of social service. Before the 
paper brought out that idea, it had already been 
called to the attention of the Medical Commis- 
sion, and at its Executive Committee meeting 
the decision was made that we should not delve 
into that particular problem until some outside 
organization or the Legion itself brought it to 
hand. ‘The matter was of such importance, how- 
ever, that it was not long before the eradication 
of venereal diseases was made an important part 
of the 1938 program. And insofar as the Med- 
ical Commission ean, it will, through the district, 
county and post surgeons, bring to the attention 
of the American Legion and the general public 
an educational program of great value in order 


to promote this worthwhile project. 
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The third point of the program is the blood 
donors’ group. About three or four months be- 
fore the blood donors’ group was mentioned in 
the American Legion’s national magazine, the 
thought had come to me about the wisdom of 
having such a group. I mentioned it to various 
posts that I visited and found the men very eager 
to form such a group. I learned later that the 
idea had been tried in some places in the east 
with great success, I am not aware of how many 
blood donors’ groups there are throughout the 
State of Illinois, but { do know that in one 
post in the Chicago area there are 75 or 79 en- 
rolled as blood donors. I can think of no bet- 
ter way to serve our individual communities than 
participating in the “peace time” service, and it 
is my hope that every post in Illinois will fol- 
low suit. These men in the posts group together, 
have their blood examined through the Kahn 
test and by blood typing so they can be placed 
on record in the hospitals. If an emergency pre- 
sents itself where blood is needed and the re- 
cipient cannot supply a relative, these men are 
then called upon in turn to serve, This is a 
real community service, one of the many services 
that the American Legion continuously sponsors. 
Sometimes a professiona) blood donor is required 
and when there is none available, one of these 
men may charge the regular fee, half of which 
may go to him as the blood donor and half to 
charity or maybe he will prefer to give the whole 
thing to charity. 

The fourth point of the program is the Boys’ 
State in l)linois. As ID)linois has always been 
the leader of other states in the country in nearly 
everything the American Legion has sponsored, 
so it has been with Boys’ State. The idea of 
Boys’ State originated in Illinois and has been 
incorporated in the Americanism work of the 
Legion, It was organized by Comrade A, L, Card 
in southern J)linois, and others who conceived 
the idea that whatever could be done for the 
youth of America, not only through the Boy 
Scout organization and others, should be done by 
instilling a greater love for America by teaching 
greater vespect for American institutions 
and government. This is being done in 
a practical way by creating a boys’ gov- 
ernment patterned after our own government. 
They started out with something like 217 boys in 


this state two years ago; the next year they 
had 500, last year 1,200, and this year they are 
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going to take care of 1,600 boys who will live 
together and solve real governmental problems. 
For the lirst time the Medical Commission is co- 
operating with the Boys’ State. I expect to be 
with them in Springfield this year. This will 
afford the boys the opportunity of a medical 
check-up to prevent any contagion interrupting 
our plans, We will take care of emergencies and 
the like, but, as the boys have been checked be- 
lore they enter camp, we do not anticipate much 
trouble with the exception of minor ailments. 
The Medical Commission can play a big part 
in the success of Boys’ State and we are glad 
to cooperate. 

During the present year I have been asked to 
present the Illinois Medical Commission set-up 
to the Department Commander of Indiana. | 
have had a similar request from Ohio. While 
we are not the only state in the United States 
that has a medical plan, we are pioneers in a 
practical program and we hope it will not be 
many years before the other states will find a 
place in their Legion program for a Medical 
Commission that will make use of Medical 
Legionnaires who can be as necessary to the 
organization today as they were during the war 
days of the past. 





THE MEDICAL PROFESSION IN WAR 


LEONARD APPLEQUIST 
Department Commander 


AURORA 

My Comrades of the Medical Profession: I 
am very happy to be here at this gathering and 
to bring you the greetings of the Department 
of Illinois and to talk to you for a few moments. 
This is a very lengthy subject and it is very 
important. Since we returned from the war we 
have been very much interested in national de- 
fense. We have been criticized severely for that. 
Some families would not allow their boys to be 
members of the Boy Scouts because mention was 
made of war. The only one who can appreciate 
Today the 
United States stands somewhat in a position to 
defend itself against aggression, probably not as 
efficiently as it should, but the entire success of 
that program has been due to the persistence of 
the men of 1917 and 1918 who have united them- 
selves in the various organizations, such as the 
Legion, the Veterans of Foreign Wars, Disabled 


war is someone who has seen it. 
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American Veterans, etc. Today we are still con- 
tinuing the program of national defense for de- 
feusive purposes only and not tor aggression. 
That was the continued mandate in our con- 
ventions. Some 16 years ago the national con- 
vention through some Department resolution 
enacted a mandate that an act be incorporated 
into the laws of the United States that would 
take profit out of war. Im 1919, after the last 
boy had returned from overseas, we were some- 
what startled, we men of 1917 and 1918, to 
learn of the huge profits that had been made out 
of that war. We discovered that a billion dol- 
lars had been spent in the manufacture of air- 
planes and not one American airplane ever 
reached the front during the emergency. We 
were staggered by the fact that $800,000,000 had 
been spent in the manufacture of shells and only 
20,000 American shells were fired at the front. 
We were staggered when we read that a sufficient 
supply of spurs had been manufactured to give 
every officer 36 sets of spurs per man. Who 
got the money? No one has yet discovered. 
Imbued by the courage and the optimism of 
the men who fought in 1861 to preserve this as 
a nation, our boys went forth to France, and 
with their comrades beside them they held the 
line in the Argonne and made it possible to 
break fortifications that it had been said would 
be impossible to do. Oh, I remember when we 
said we are here for four or five years; we are 
never going to break the Hindenburg line, but 
they did. And so we returned home, and we 
discovered that almost 20 thousand new million- 
aires had been made out of the enormous profits 
of that war. And across the sea are thousands 
of crosses, each marking the spot where some boy 
laid down his life for his country. The Legion 
made up its mind to use all its splendid strength 
to take the profits out of war and we shall con- 
tinue to do so in spite of all the propaganda that 
is being used to defeat the compulsory service 
act. When one gentleman appeared before the 
Committee on Military Affairs, they asked him, 
because he had made $3,000,000 profits out of 
that war, “Do you think it is right for some 
young fellow, starting out in life, sent 3,000 
miles from home to fight for certain ideals, at 
a pay of $1.10 per day, to lay down his life?” 
He said, “No, I think he should have five.” The 
percentage is all wrong. That is all the compul- 
sory service act is for, to establish a partnership 
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and to see that no profit is made out of war. My 
friends, the Constitution of the United States 
places in the hands of the President dictatorial 
powers during war. He is the commander-in- 
chief of the Army and Navy and he can go into 
any factory and command them to make the sup- 
plies needed in war, and the act of 1916 pro- 
vides that he who refuses to cooperate is punish- 
able by a fine of $50,000 and not less than three 
years in prison, If you do not believe we should 
take the profit out of war, it is up to you as 
representatives of the American Legion to see 
that another resolution is passed removing this 
mandate from our national program. It is en- 
tirely up to you. We think we are just in say- 
ing that such an act should be passed. That is 
the only motive of the Legion behind the com- 
pulsory service act. 

We have been very active, as an organization, 
and we appreciate whatever you have done. We 
are now trying to put forth a child welfare pro- 


gram. Last year, for your information, in the 
United States the American Legion and_ its 


Auxiliary spent over $3,000,000 for clothing, 
food and medical treatments to better than 381,- 
000 needy children. We have been recognized 
by one President of the United States as the sec- 
ond largest sponsors of Boy Scouts. The Legion 
for the last five years has trained boys in play- 
ing baseball, not for the purpose of making ball 
players out of them but with the belief that 
playing the game according to rule, when they 
reach their majority they will govern themselves 
according to the laws that govern society. 

As the average veteran, 46 years of age, pass- 
ing away at the rate of 110 a day, looks about, 
he wonders what is going to be the future of 
America. Here are subversive organizations 
going under a certain name, training better than 
1,000 men in military tactics. They do not be- 
long to the National Guard; they are not a part 
of our Regular Army. What is their purpose? 
As Legionnaires we demand that Congress in- 
vestigate these organizations that are militantly 
serving Germany, Spain and Russia. Why is it 
that they use the American flag to cover the sin- 
ister motives they have in their minds? A cer- 
tain newspaper reporter said to me, “Com- 
mander, will you furnish me with certain men 
that can go with me to certain places; I am 
going to show you what is going on in America 
because I have entrée.” I tell you that every 
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man who served in 1917 and 1918, if he be- 
lieves that America should continue as a democ- 
racy, should be on the side of this program of 
preserving the same. No one knows what tomor- 
row will bring. It is your job and my job to 
help preserve American democracy, 1 hope you 
will cooperate with us. It is a pleasure to be 
with you and to have these few minutes with you. 





MUMPS COMPLICATED BY ACUTE 


MENINGOENCEPHALITIS 


Hamitron R. Fisupack, Sc. D., M. D., anv 
Grorpon B. Fauvey, M. S., M. D. 


CHICAGO 


The common complications of mumps need no 
notation here, since their occurrence is a familiar 
part of the disease picture. Central nervous 
system involvement, however, is much more un- 
common, 

In the U. S. Army during the World War 
there were 230,356 cases with primary admission 
as mumps.' The total number with cerebral 
complications is not given although there are 
certain figures for individual units of the army. 
Radin* reports on 5,756 cases of mumps _ in 
soldiers with no mention of meningoencephalitis. 
Neither are total figures for this complication 
found in the above cited United States Army 
report, although fourteen cases with one death 
are noted, including an autopsy 
Larkin.® 

Rather few reports of cerebral complications 
of mumps have been made. Acker* gives a his- 
torical resumé, with 29 collected cases and four 
deaths, to which he adds two cases with one 
death. Voisin® reports an autopsied case. The 
report by Haden® of 466 cases of mumps with 
nine cerebral complications and no deaths, gives 
a rather high percentage incidence and favorable 
outcome for his group. 

The writers observed a case of mumps in a previ- 
ously healthy girl of eleven years, who had bilateral 
acute epidemic parotitis and three days later in onset 
bilateral submaxillary gland swelling. Five days after 
onset there was severe headache with rise in tempera- 
ture to 105° F. This was accompanied by nausea and 
vomiting, and later, delirium. On examination the next 
day (6th day) the patient was irrational and com- 
plained bitterly of headache and photophobia. She 
vomited all food—solid or fluid—and water. 

Positive findings were: Moderate swelling of the 


report by 
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submaxillary glands with tenderness; slight induration 
and tenderness of the parotids and adjacent tissues, 
but with subsidence of the previous marked swelling ; 
slight retraction of the neck, with moderate stiffness ; 
markedly positive Kernig’s sign; right pupil normal 
in appearance and reaction to light, left contracted 
with slight, sluggish response to light; slight deafness ; 
superficial reflexes hyperactive; Babinski’s sign posi- 
tive. There were irregular areas of superficial hyper- 
esthesia. 

Sedatives were administered hypodermically, 5% 
glucose solution given intravenously and tap water by 
rectum. 

On spinal puncture 40 cc. of fluid was withdrawn, and 
30 cc. of antimeningococcic serum given intrathecally. 
The fluid was under increased pressure, colorless, and 
had a fine flocculent turbidity. Cells numbered 305 per 
cu. mm. with 98% lymphocytes and 2% polynuclears. 
Globulin was moderately increased, and albumin mark- 
edly so, with a heavy flocculent precipitate. The fluid 
was sterile. 

The white blood cell count was 7200 with 60% polys., 
36% lymphos., and 4% monocytes. Urine examination 
gave an occasional erythrocyte, 3-4 pus cells per high 
power field, and a light albumin test. 

Following spinal drainage the patient improved 
somewhat subjectively and there was a moderate drop 
of temperature. Next day there was an aggravation 
of the headache and vomiting. Considering the course 
of the disease and the spinal fluid findings the tenta- 
tive diagnosis of mumps meningoencephalitis was made. 
It was decided to adopt Haden’s* recommendation to 
do spinal drainage for treatment. 

The spinal fluid at this time was under considerable 
pressure, and 30 cc. was withdrawn. It was white and 
quite turbid. There were 925 cells per cu. mm., with 
79% polynuclears and 21% lymphocytes. Globulin 
again was moderately increased, and albumin markedly 
so. The fluid was sterile. The trytophane test was 
faintly positive, and Levinson test negative. The quan- 
titative value for sugar was 66 mg.%, and for chlorides 
656 mg.%. The white blood cell count was 11,700, 
with 68% polymorphonuclears and 32 lymphocytes. 

A third spinal drainage was done two days later 
(9th day). The fluid was under normal pressure, and 
10 cc. was removed. This was colorless with a very 
faint haziness. Cells numbered 95 of which 40% were 
polynuclears and 60% lymphocytes. Protein was 
slightly increased. Bacteria were not found. White 
blood cells numbered 6,550, with 36% polynuclears, 
61% lymphocytes and 3% mononuclears. Repeated 
urine examinations showed a gradual disappearance of 
albumin and white cells. 

During these three days, 6-9th, the patient’s condi- 
tion rapidly improved, so that on the 9th she was able 
to keep down a little liquid food, and on the 10th to 
sit up. 

On the 15th day urticaria appeared on the lower 
extremities and lower abdomen. Five days later there 
was a chill, with fever to 102° F., and anorexia. Pain 
and swelling of the right hand and shoulder appeared, 
spreading to the knees and ankles. Within 24 hours 
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practically every joint of the body was involved, in- 
cluding the spinal column and the jaw. Blood cultures 
were negative. Red blood cell sedimentation speed 
was moderately increased. Treatment included adren- 
alin and calcium gluconate. Subsidence of the arthritis 
occurred within three days. 


DISCUSSION 


Actual proof of the correctness of a diagnosis 
of mumps meningoencephalitis is difficult to get. 
Assuming that the causative agent is a virus 
animal inoculation would seem to offer aid. M. 
Woolstein produced mumps in cats with filtered 
saliva from a human case, and Johnson and 
Goodpasture injected filtered mumps saliva into 
the Stenson’s ducts of monkeys with positive re- 
sults. Spinal fluid from our patient was in- 
jected into the testicles of several rats of dif- 
ferent ages and into the testicles of two rabbits. 
No change was observed either in vivo, or 
pathologically with the removal of the testicles 
and making of microscopic sections. However, 
in virus infections of the central nervous system, 
as in poliomyelitis and epidemic encephalitis the 
spinal fluid may not be suitable for disease pas- 
sage by animal inoculation. 

In the central nervous system disease occurs 
with undisputed mumps, and other types of in- 
fection ruled out, then the reasonable assump- 
tion can be made of mumps complication. How- 
ever, cases are reported in which the cerebral 
symptoms are primary in onset. In Voisin’s* 
fatal case the cerebral disease was fulminating 
with parotid swelling appearing later. In four 
cases in children dying with cerebral symptoms 
at St. Bartholomew’s Hospital in London, Gor- 
don‘ found acute parotitis on microscopic exam- 
ination of the glands after autopsy. The salivary 
gland infection then may be so slight as to pass 
unnoticed, especially in young children, or be 
obscured by complications. 

This point naturally emphasizes the desira- 
bility of the improvement of laboratory aid in 
the differentiation of those diseases with high 
lymphocyte count in the spinal fluid. Such dis- 
eases as poliomyelitis, epidemic encephalitis,® 
lymphocytic choriomeningitis® and mumps men- 
ingoencephalitis, with incomplete clinical pic- 
tures, may well be confusing to diagnose. Others, 
such as syphilis and tuberculosis, may be left out 
of discussion. 

SUMMARY 

Meningoencephalitis as a complication of 
mumps has been reported often enough to accept, 
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but certainly is not so common as to be treated 
with the easy assurance found in some medical 
texts. 

Its gravity is impossible to judge from pub- 
lished reports, although it would appear not to 
be a highly fatal disease. 

The case discussed here occurred in the evolu- 
tion of a mumps infection and is considered most 
likely an extension of that infection. Delayed 
allergic reactions followed the administration of 
antimeningococcie serum. 

The difficulty of differentiation between cer- 
tain of the central nervous system diseases with 
high spinal fluid lymphocyte count points to the 
need for improved laboratory aids in diagnosis. 
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ONE HUNDRED CASES OF MALARIA 
P. V. Diurs, B. S., M. D. 
PITTSFIELD, ILLINOIS 


When I began practice five years ago I con- 
sidered malaria to be a disease mostly confined 
to the southern states and tropics. I had the 
impression that I would see a few cases of ma- 
laria and that it would be easy to recognize and 
diagnose from a history of chills and fever and 
a blood smear. This impression was found to 
be true in so far as typical cases of malaria were 
concerned. However, after having several pa- 
tients whose underlying difficulty was at first 
hard to define and later was found to be ma- 
laria, without any history of chills and fever, 
I began to routinely examine a blood smear on 
any patient whose history and symptoms indi- 
cated that a rather thorough examination should 
be made. 
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In the twenty-five months ending June 1, 1938, 
| have had one hundred cases of malaria. In 
each case malaria was proved by finding the 
parasite in the blood smear and by immediate 
clinical improvement following treatment. Of 
these, twenty-eight cases gave a typical malarial 
history and in most of them patients had made 
their own diagnosis. Seventeen of these patients 
lived on bottom lands adjacent to the Illinois or 
Mississippi rivers. Eleven patients lived on high 
land several miles from the rivers. 

The remaining seventy-two patients came in 
with varying complaints as shown in Table 1. 
Malaria was discovered only after a complete 
physical examination: a blood smear was made 
and in each of these cases no typical history of 
malaria could be obtained. Fifteen of these pa- 
tients lived on bottom land and fifty-seven on 
high land. More than one-half of these patients 
gave asthenia (lack of pep, rundown condition ) 
as their chief complaint, but usually had one or 
two of the other symptoms associated with it. 
One-third complained of nervousness (jittery, on 
edge). One-half complained of gastrointestinal 
symptoms and with many of these there were 
no other complaints. Their symptoms were 
anorexia, vague abdominal discomfort, indiges- 
tion and dyspepsia or a definite sense of discom- 
fort in the epigastrium. Edema occurred in the 
one case cited below. Aching occurred in one- 
third and was nearly always accompanied by one 
or more other symptoms. Pronounced: loss of 
weight occurred in nine cases. Dizziness was a 
very prominent symptom in seven cases. Fever 
of three-fourths to one and one-half degrees was 
found in thirteen cases. The patients were un- 
aware of having this rise in temperature but did 
give a history of having had night sweats occa- 
sionally. Ten cases were found to have a rather 
severe secondary anemia. 

TABLE 1 
No History of Chills and Fever---72 Cases 


Complaints and Symptoms No. of Cases 


‘Astiienin,' metee? 85 e655 Se 6 as Le UI 47 
ee rer rere err i ee rr 24 
Gi. SOR os ck oe reine ting + hut d dep es qnhs 40.84 35 
ONG weiddk does SAGs 6 coisas che bse sgne ents ue as 1 
FICE, cn cvidd sve wcdeattenvedcacteenervussensenareda 24 
Lose OF Weight... cccccvcccccsccccvcestscbeccens 10 
Dissinese |) «ds idee isiclin Hed tends qu ners sds ndode ds ‘ 7 
[OE EE Oe CLL EE CT ET eee 13 
SQCOsIGate “GMENUA, osc cc dc odds sweet pest neces cas oe 10 


In Table 2 is shown the distribution of the 
cases by months. It will be seen that cases were 
diagnosed regularly throughout the year, with 
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the exception of an increase in August and Sep- 
tember. Most of the cases giving a typical ma- 
laria history were diagnosed in August and Sep- 
tember. 


TABLE 2 

Month No. of Cases 
Re. LUE SL 22 lh, EE a celdeh barton ame ae 4 9 
EN Dkk oie eisai ia bk Hi Terehersee sane een 6 
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BRE ARE eS Send ane SA ee ee rere eer na eT 3 
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ME Lie chuck toc fetes teh ales rebehe dae eeeonee ones 8 
DE haha cons Leniesy ooaeps AA RAReADaee on Skees 16 
MMI 9:56.5.96440 sao tApeanh as Oe-Kaae Fes 8S R NaS 15 
RTE 558 bd Sa Sch x 4 balccdgaieslvetmaahereeesieaiee's 5 
FEE EEE POCO ET IT PPT te rere 10 
SREY. G64 45 6s wWa a bee 6ees 644 op awe ee ene eaes 5 

RE CN ee ree 100 


In Table 3 is shown the age distribution, 
which is nearly the same for all ages except in 
small children and the aged. 


TABLE 3 
Age No. of Cases 
ee ee ee Le Tee Pern ea eee eee | 
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The following three case reports will illustrate 
some of the symptoms listed in Table 1: 

Case 1. Mrs. W., aged 53 years, moved to this county 
and came to me for treatment for bilateral edema of 
the legs. and feet which began and gradually became 
worse following a cholecystecomy three years pre- 
viously. 

She had been hospitalized for diagnosis and under 
the care of two reputable physicians. She had been 
receiving salyrgan. A complete examination was nega- 
tive except for the edema, twenty-five pounds over 
weight, moderate secondary anemia, and what I thought 
to be some enlargement of the spleen. Kahn test nega- 
tive. Urinalysis negative. Blood smear showed ma- 
larial parasites.. Treatment for malaria resulted in dis- 
appearance of the edema within two months. 

Case 2. Mr. D., aged 30 years, came to my house 
late one evening wanting something for “indigestion.” 
He complained of “a feeling like a chunk of lead in 
the pit of my stomach” and anorexia for a period of 
four or five days. Quick examination showed that he 
had no fever and no localized points of abdominal 
tenderness. He was given a mild laxative and a carm- 
inative and told to come to the office in a day or so 
if not better. He reported to my office the next day 
feeling no better. Physical examination was negative 
but a blood smear showed malarial parasites. Malarial 
treatment promptly cleared up his condition. 

Case 3. Miss S., aged 45 years, came in complaining 
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only of occasional attacks of dizziness. Blood pressure 
and temperature were normal. Menopause ended two 
years previously. Examination negative except for a 
mild secondary anemia and malarial parasites in the 
blood smear. She has had no recurrence following 
malarial treatment. 

For treatment, | have used one and one-half 


grains of atabrine twice daily for one week, fol- 
lowed by one-sixth grain of plasmochin twice 
daily for the second week. On this dosage no 
patient has had evidence of toxic effects. Each 
patient has had a blood smear made one week 
following the completion of treatment and only 
in three cases has it been necessary to repeat a 
portion of the course of treatment. 


COMMENT 


If in a period of twenty-five months I had en- 
countered only the twenty-eight cases of typical 
malaria, I would not have been surprised, but 
one hundred cases seem to me to indicate that 
malaria is considerably more prevalent than is 
commonly believed. My practice is in a com- 
munity which lies between the Illinois and Mis- 
sissippi rivers, but, with the exception of a strip 
of bottom land adjacent to each river, the ele- 
vation is comparable to that of the remainder of 
the state and, in the last two years, we have had 
our share of the drought. The seventy-two cases 
found in the course of a diagnostic examination 
seems to me to be significant in that many of us, 
not suspecting malaria, may be treating patients 
for symptoms or conditions which are secondary 
to malarial infection. 

These one hundred cases of malaria found in 
west central Illinois would indicate that the in- 
fection is not confined to the southern states or 
tropics, as stated in a recent text-book :* 

“Malaria was common seventy-five to one hun- 

dred years ago in European countries such as 
Italy, France, Germany and England, and 
throughout the northern United States. It is 
now chiefly confined to tropical and sub-tropical 
countries, being prevalent in India, Burma, 
Africa, China, Russia, the southern portions of 
the United States, Central and South America. 
In those areas where there is a heavy rainfall, 
it is particularly common, and from time to time 
the mortality and morbidity are. extremely high.” 


CONCLUSIONS 


1. Although we think of malaria as producing 
characteristic symptoms, its clinical manifesta- 
tions are frequently atypical, and do not even 
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suggest the nature of the infection. The dis- 
ease may be latent. Examination of the blood 
for malarial infection is, therefore, essential in 
many illnesses which develop in malarial regions. 

2. West central Illinois, at least, seems to be 
within the malarial belt. 
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VOMITING IN CHILDREN 
Evsay Pritpa, M. D. 
CHICAGO 

Vomiting is a symptom, not a disease. In 
young infants vomiting may occur with great 
ease and from slight causes due to the anatomi- 
cal shape and position of the stomach and the 
instability of the nervous mechanism. 

Vomiting in children may at any time become 
of a serious moment, particularly if it persists, 
therefore, careful consideration of all concomi- 
tant symptoms, as temperature, weight changes, 
general appearance as well as examination of 
vomitus, urine and feces is of importance in order 
to establish a correct diagnosis. 

Vomiting in children may be caused either by: 
1. Direct action on the vomiting center (cen- 

tral), as by: 

1. Drugs: apomorphine, anesthetics. 

2. 'Toxemia: 

a. at onset of acute infectious diseases. 

b. streptocoecic infections of the umbili- 
cus or skin. 

c. diabetes. 

d. tuberculosis. 

e. uremia (rare). 

3. Acidosis: as in 
a. cyclic vomiting. 
b. cholera infantum. 


2. Reflex Action: by pressure on the wall of the 


stomach or the intestines, thus irritating the 
nerves which convey impulses to the vomiting 
center in the medulla, as: 


A. Gastric 


1. in the newborn: within the first 24 hours 
of life vomiting may be caused by swal- 
lowing of maternal discharges, or by at- 
tempts to force too early feeding. 

2. in infants and children: regurgitation of 
food “spitting” may be caused by: 

a. too frequent feedings. 
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b. hasty nursing—swallowing of food 
too fast. 

c. swallowing of air—not being able to 
nurse and breathe freely, as in nasal 
obstruction. 

d. wrong formula—excess of, or intoler- 
ance to, fat, sugar or proteins con- 
tained in the formula. 

e. too much handling of the baby. 

f. tight abdominal band. 

vomiting may also be caused by: 

a. hypertrophic stenosis of the pylorus 
and pylorospasm. 

b. acute gastritis and gastroenteritis. 
poisons and drugs: 
corrosives, bichloride of mercury, lysol. 
irritants: ipecac, antimony, calomel, 
santonin, hexamethylenamine, cough 
syrup containing too much sugar. 

d. dilatation of the stomach, as may be 
caused by: chronic  overfeeding, 
chronic indigestion, rickets. 

e. pressure from adjacent structures, 

b. Intestinal 
1. intestinal obstruction: volvulus, intussus- 
ception, strangulated hernia. 

2. appendicitis. 

3. peritonitis: local, general. 

intestinal worms. 

following enema. 

3. blow or kick in epigastrium or testicles. 

tuberculosis. 

U. Ajfections of the central nervous system (in- 

creased intracranial pressure). 

1. shock or fright—will cause vomiting 
sometimes of a most serious nature. 

2. giddiness, caused by a swinging or a roll- 
ing motion, as on a swing, or on a ship, 
.may produce cerebral hyperemia and con- 
sequent vomiting. 

3. concussion of the brain. 

4. tumor (glioma—most common) or abscess 
of the brain. 

5, meningitis: cerebrospinal, tuberculous. 

hydrocephalus. 

acute otitis media. 

8. sinus thrombosis, 

9. epilepsy. 


RS 


D. Pharyngeal irritation 
1. nipple too long or openings too large, so 
that food reaches throat with force. 
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putting fingers too far into the mouth— 
frequently in young infants. 
3. irritating cough: as in pertussis, acute 
pharyngitis or laryngitis. 
3. Habitual or chronic vomiting, usually in 
children of a neuropathic constitution. 
Vomiting, as it occurs at the onset of an acute 
infectious disease with a sudden rise in tempera- 
ture, is one of the most frequently met with 
causes of vomiting in children, 
Recurrent, or cyclic, or periodical vomiting 


occurs in late infancy, usually during second year 
of life and is characterized by recurring attacks, 
at irregular intervals, of nausea, persistent vomit- 
ing, a variable rise in temperature, absence of 
pain, the appearance of acetone bodies in the 
urine and a peculiarly sweet and rather offensive 
acetone odor of the breath. The vomitus con- 
tains mucous, bile and rarely blood. There is 
usually a history of persistent overfeeding of 
fat and of stubborn constipation; the bowel 
movements are often characteristically foul- 
smelling and pale in color. The child is of a 
nervous disposition. Each attack may last for 
several hours or even several days and when the 
vomiting subsides, the gastrointestinal canal 
quickly resumes its normal function; food is 
taken without the slightest discomfort: con- 
valescence is rapid and within a few days the 
patient is fully recovered. If, however, the at- 
tack is severe or when a very young child is 
involved the symptoms of true acidosis may 
supervene and the condition of the little patient 
may become quite alarming; the temperature 
may go up to 105° or 106°; pulse and respira- 
tion, rapid; mouth, dry; abdomen, scaphoid ; 
eyes sunken and the face takes on an anxious 
expression ; constipation or diarrhea is present; 
emaciation and prostration is rapid and extreme ; 
apathy and drowsiness develop; in the very ner- 
vous children convulsions may occur, progressive 
diminution of urine and concentration of blood ; 
eventually death will occur if the state of acidosis 
is not checked in time. 

The occasional or even more or less regular 
“spitting” in the presence of a normal gain in 
weight and general well-being is of little impor- 
tance. Unless it lasts too long, the spitting 
becomes habitual, not enough nourishment is re- 
tained and the general state of nutrition begins 
to suffer. 
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During gastrointestinal disturbances, not so 
frequent in breast-fed infants, but quite common 
in bottle-fed infants and children reared in poor 
hygienic conditions, where, either the feeding 
formula is wrong, or overfeeding takes place, 
because the baby is given a bottle any time it 
cries, or the food is often quantitatively and 
qualitatively not what it should be, vomiting 
occurs. Vomiting is an early symptom in these 
cases, and, if it persists, together with diarrhea, 
the nutritional state of the child begins to suffer 
and eventually a state of acidosis develops. 

Persistent vomiting shortly after birth, begin- 
ning at the second or third week of life, is usually 
due to hypertrophic stenosis of the pylorus. The 
vomiting is forcible and projectile in character ; 
is usually in relation to food and most frequently 
comes directly after feeding, sometimes even 
while nursing. The quantity vomited may be 
in excess of the amount of food swallowed during 
the last feeding, which proves retention of the 
previous meal, Thus, persistent projectile vomit- 
ing, visible peristalsis, the presence of a tumor 
at the pylorus and food retention, are the char- 
acteristic symptoms of this condition. Surgery 
is the only really effective measure. Pyloro- 
spasm is seen in nervous, fretful infants who are 
hasty feeders; it occurs usually after the 12th 
week of life. The vomiting is projectile in char- 
acter; visible peristalsis may be observed, but 
the pyloric tumor is not a constant finding. This 
condition responds to dietetic and medicinal 
measures. 

In the case of ingestion of poisons or irritating 
drugs the vomiting may follow almost immedi- 
ately and the vomitus may contain blood. 

In acute intestinal obstruction and intussus- 
ception nausea and vomiting are among the 
earliest symptoms. Bilious at first, the vomiting 
soon becomes fecal in character; there is pain, 
tenesmus and distention ; the stools contain blood 
and mucus; a sausage-like tumor may be felt in 
the abdomen. 

In acute appendicitis nausea and vomiting is 
one of the early symptoms. It occurs only once 
or twice but starts up again and keeps up after 
the appendix has ruptured and peritonitis has 
set in. 

Cerebral irritation (meningismus) and in- 
creased intracranial pressure will cause intract- 
able, forcible and projectile vomiting. Increased 
pressure on the vomiting center is the underlying 
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cause for its occurrence. Jt may have no rela- 
tion to meals, 

In pertussis, vomiting with the paroxysms of 
cough is very distressing and may produce a 
state of severe malnutrition, particularly in in- 
fants, thus reducing the general resistance of the 
child to an extent that it falls prey to pneumonia 
or other serious complications. 

The (reatment of vomiting in children depends 
upon the cause which, if determined, should be 
eliminated, if possible, and such measures as 
seem to be indicated to palliate and relieve the 
condition, 

1. General Measures: 

1. The baby should be subjected to a mini- 
mum of handling, 

2. The baby should preferably be fed in bed 
ina recumbent position, not flat, with head and 
shoulders elevated to allow air swallowed to col- 
lect at the cardiac end of the stomach; if neces- 
sary, placing baby in an upright position with 
its abdomen over your shoulder will cause the 
swallowed air to be expelled. 

3. Splinting the arms will prevent the baby 
from putting its fingers into its mouth. 

4. Plenty of light, fresh air and quiet sur- 
roundings. 

5. Keep body warm by application of external 
heat. 

6. Watch weight-curve by weighing the baby 
hefore and after feeding, also after vomiting. 

7. Watch for appearance of so-called “hunger- 
stool” consisting of a brownish, stringy mucus 
with little or no food residue. 

2. Dietetic Measures: 

In the case of “spitting” reduce the amount 
of food either by shortening the time of nursing 
or the amount at each feeding, or by prolonging 
the intervals between feedings. According to the 
indication in each individual case the formula 
may be modified by: reducing the amount of 
sugar, reducing the amount of fat, by using 
either skimmed milk, buttermilk, dried or evapo- 
rated milk; reducing the amount of casein or 
breaking up the curd either by dilution of the 
raw milk, boiling or alkalinizing the milk, pre- 
coagulation of the milk with lactic acid or renin. 

In some cases of bottle-fed infants the substi- 
tution of human milk for cow’s milk may become 
necessary. 

Tn every case of vomiting cod-liver oil should 
be discontinued until the child is normal again. 

Temporary starvation, from 12 to 24 hours, 
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may be instituted except in very young intants, 
and particularly in the premature it should never 
be employed as it may affect them in a very 
serious manner, If ordinary méasures of short- 
ening of intervals and reducing the amount of 
food does not accomplish the desired results, 
rather than to institute a starvation diet it is 
preferable to empty the stomach by careful 
lavage, using a weak sodium bicarbonate or saline 
solution, and before withdrawing the catheter 
placing a small feeding of human milk into the 
stomach. During the starvation period small 
quantities of carbonated or peppermint water, 
or weak tea sweetened with a little saccharin, or 
a dilute alkaline solution (one drachm of sod. 
hicarb. to the pint of water), to which one tea- 
spoonful of glucose may be added for every three 
ounces of solution, should be given at frequent 
intervals either with a spoon or by bottle. Hven 
if some of the liquid is vomited out, still a por- 
tion of it will remain in the stomach. 

In acute disturbances of the gastrointestinal 
tract after a temporary starvation period, the 
diet should at first consist of diluted skimmed 
milk, whey, buttermilk, beef broth and zwieback. 
All fruits, vegetables, sweets, pastry and candy 
should be prohibited. With improvement of the 
symptoms vegetables (mashed), cooked fruits, 
soft boiled egg, meat (chopped), as well as 
starchy foods may be added gradually. 

In mild cases of hypertrophic pyloric stenosis 
small and frequent feedings should be tried first, 
before surgery is resorted to. The same proce- 
dure should be employed in cases of pylorospasm 
and habitual vomiting, but in these cases food 
that caimot be easily regurgitated —“thick-feed- 
ing’—should be given, e. g., food prepared of 
four tablespoonfuls of barley—flour cooked for 
40 minutes in one pint of whole milk, and of that 
one or two ounces are given every three or four 
hours with a spoon or a nipple that has a large 


opening. 
3. Medical Measures: 


To combat dehydration : 

Normal saline solution, subcutaneously, or in- 
travenously (jugular vein) ; into the longitudi- 
nal sinus if fontanel is still open: intraperitone- 
ally—giving 100 to 200 cc. and if. toxemia is 
profound add one to three minims of 1:1000 ad- 
renalin solution. Small bits of cracked ice to 
swallow. 

In gastrointestinal disturbances it may be ad- 
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visable to give a mild cathartic in the form of 
milk of magnesia in one drachm doses every halt 
hour, until four to eight doses are given. 

Stomach lavage, when vomiting is severe, using 
plain tepid, boiled water, or a weak alkaline solu- 
tion. At first, once or twice a day; later, every 
second or third day. 

KEnema—using a mild alkaline (1 per cent. 
sod, bicarb.) solution and repeated until returns 
are clear, using six to eight ounces of the solu- 
tion each time. Suppositories may be used in 
infants, 

In pylorospasm: Atropine in 1/500 to 1/400 
gis, doses, 15 minutes before feeding and also 
chloral hydrate in 1% to 1 gr. doses, as necessary, 
allowing not more than about 5 grs. in 24 hours. 
Bismuth subcarbonate: in about 9 grs, doses 
every two hours in older children. Morphine: hy- 
podermically (dose, according to age and 
weight) and repeat every six or eight hours, if 
lecessary. 

1. Surgical Measures: As is indicated when- 
ever a positive diagnosis of a surgical condition 
is made, as €, g., in hypertrophic pyloric stenosis, 
intestinal obstruction, appendicitis, ete. In all 
these cases care must be exercised to combat the 
dehydration and toxemia before a general anes- 
thetic is administered. 

2753 W. North Ave. 


VITAMIN BL IN RELATION TO VISUAL 
RECEPTION 


Epouarp Poser, M. D. 
CHICAGO 


Miss A. C. W., 4, 20, 1938; 53 years of age, com- 
plained of poor vision and dizziness on looking down 
and to either side, also intermittent pain in the left 
eye. These symptoms had been noticeable for the past 
six months, sometimes increasing in intensity, some- 
times diminishing, She also believed she had diplopia 
when right eye was closed. Family, medical, surgical 
and menstrual histories are negative, Previous ill- 
nesses consisted of measles, diphtheria and scarlet fever 
when a child, 

Accidents—At 27 years of age patient fell off a 
street car and was not visibly injured. However, the 


fall was followed by epileptic seizures, which had en- 
tirely abated (she states, with barbiturate therapy) the 


past four years. 


Habits—Very regular. No alcohol, tobacco or other 
drugs except the barbiturate already mentioned. 

Diet—Usual breakfast: 1 orange, 1 egg, toast and 
coffee; usual lunch; stewed vegetable; usual dinner : 


repetition of lunch. Eats very little butter. One cup 


of tea before retiring at night, 
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Systems: Ears, nose, throat, respiratory, digestive, 
genito-urinary and nervous systems essentially nega- 
tive. Teeth extracted, sinuses clear. 

Circulatory system—Negative at this time. How- 
ever, one year ago she was troubled with swelling of 
the ankles which subsided spontaneously, Blood pres- 
sure 140/70 mm. arm; 180/100 mm. leg. Pulse 72. 

Eye examination; Eyes possessed a frozen stare, 
Vision right eye 20-200; left eye 20-200. Correction— 
slightly hyperopic which did not influence the vision 
to any great extent. Pupils unequal. Left dilated 
slightly more than the right, Both reacted sluggishly 
to light and accommodation. Examination under a 
mydriatic: Pupils dilate equally and well, Nerve head 


is well defined, presenting no cupping or protrusion and 
with physiological excavation of average size and depth, 


Vessels—veins slightly tortuous. | Arteries—central 
white line present over two-thirds course; no excessive 
tortuosity or no compression noted. Maculae clear and 
remainder of fundus normal. Media—lens, iris and 


cornea negative. 
Tactile Tension—equal and within normal limits. 


Muscles—No paresis or paralysis. 


Color Vision—with Ishihara chart is normal. Fields— 
fields of vision as demarcated with a 3 mm. white disc 
on the tangent curtain were contracted to approxi- 


mately ten degres, the left slighty more so than the 


right. The contraction was concentric and equal. 
X-ray examination was rejected by the patient. 


Blood examination: 


Red blood count......... . 4,650,000 
White blood count......... 7,300 
Hemoglobin ......0s00sse0 92% 

mg.% 
Reo aaeee 2 oo SS SU ene 17.5 
PN a Ce ct deh 100 
ON OT ee 3.3 
CO* combining power............05, 64 vol. % 
SN ea eee reticence 495 
Inorganic phosphorus ..........0005 3.6 
Meta Giietamy 2o.02.)0. 00 eT 11.6 


Kahn Test—negative, 
Urine—essentially negative. 
Treatment; 


4-20-38. 100 meg. of Vitamin B1, parenterally. 
4-25-38, Patient states that vision is better to the 


side and down. Has developed slight cold. 100 mg. 
of Vitamin B1, parenterally. 


4-98-38. Vision right eye 20-40; left eye 20-20. No 
dizziness or pain in left eye. Pupils are equal and re- 


act well to light. Field of vision on tangent curtain, 
using a 3 mm. white disc, is normal. Patient refused 


further treatment for the reason that she considered 


herself well. 
COMMENT 
Various experiments on animals by dilferent 
investigators have fairly well proven that Vita- 
min Bl deficiency evokes perivascular hemor- 
rhages about the vestibular nuclei before periph- 


eral nerves or receptors are affected, Disturbed 
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functions such as nystagmus, bradycardia, 
changes in muscle tone, ataxia and increased ex- 
vitability accompany metabolic defects, and pre- 
cede anatomic degeneration, hence the missing 
factor can restore practically normal function 
within 2 to 24 hours. The deficiency leads to an 
accumulation of pyruvate, while a sudden large 
excess wil) result in a catatorulin effect. 
According to L. J. Harris, P. C. Leong and 
CU. C. Ungley, a resting level of excretion of B1 
in the urine comprises from 10 to 20 1. U. per 
day. After a standard test dose of 350 T. U. a 
normal individual should excrete 30 1, U, more 
than the level. Resting levels of less than 10 
I, U, and an elevation of only 15 I. U. after the 


test dose is subnormal. 


CONCLUSION 

This case is that of a 53 year old woman, af- 
fected by dizziness, diplopia, pain the left eye 
and a contraction of the fields of vision of six 
months duration, Her diet is particularly no- 
ticeable because of its major restriction. Not- 
withstanding, she did not have the usual clinical 
signs of vitamin deficiency such as cramps, nyc- 
talopia and others that might well be expected. 

Other eye examinations and treatment else- 
where had produced no positive results. After 
200 mg. of Vitamin B1 the above noticed eymp- 


toms have disappeared. 


8 So, Michigan Avenue. 





COLLECTIVE GUINEA PIG 

Representative Hatton W. Sumners ad Jibbing to his 
fellow members of the Monopoly Committee: 

Doctors will try out a new idea on a guinea pig first 
and they will be pretty cautious. We in government are 
not. There are people connected with government who 
want to try the whole idea on the government first, and 
then if it won't work, try it on the guinea pig. Then 
they expect a diploma because it didn’t make the guinea 


pig sick.—Nation’s Business, 





Marriages 
trraALD A, Hancur to Miss Virginia Guido, 
hoth of Cicero, IIL, Nov, 26, 1988, 


Laprstaus Joun Kunscn, Naperville, Tll., to 


Miss June McNeeney of West Chicago, Oct. 1, 


1938. 


Oiver 8. Ormspy to Miss Mary Horton, both 


of Chicago, in Louisville, Ky., February 4, 
Joun F. Srronts, Woodstock, Tll., to Miss 
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Olive C. Hosman of Omaha, Neb., in November, 
1938. 

Frepericx W. Sircert, Pana, Ill, to Miss 
Anne Arpe of St. Louis, Oct, a7, 1938, 





P ersonals 





Dr. Fred O, Tonney, for years director of the 
municipal laboratory, Health Department, city 
of Chicago, is at present connected with the Na- 
tional Food and Drug Enforcement Department, 
Washington, D. C. Chicago’s loss is the govern- 
ment’s gain. No more competent official could 
be found to direct enforcement of the Food and 
Drug Act than Dr, Tonney, His official title 
is Medical Officer, Federal Trade Commission. 

Dr. Ethan Allen Gray, formerly of Chicago, 
for years medical director, Chicago Fresh Air 
Hospital, attending physician, Augustana Hos- 
pital, and for two or more decades active in 
tuberculosis work in his native city, has retired 
from practice and is making his home in Winter 
Park, Florida. 

Last month in a Florida city near Winter 
Park, there was staged an open meeting by the 
advocates of Compulsory Health Insurance and 
Tax Supported Medicine. Dr. Gray attended 
the meeting and debated the question from the 
viewpoint of the doctor and the public. His clear 
presentation of the hazards connected with such 
a setup convinced the lay audience that such a 
scheme is undesirable as a means of rendering 
medical care for the people of America. 

Dr, Edward H. Ochsner and Mrs, Ochsner are 
enjoying a winter vacation in Hawaii. They 
found the trip quite enjoyable and have seen and 


heard much that is of interest both from a lay- 


man’s and a scientist viewpoint. 

Dr. M. H. Kronenberg, Chief, Division of In- 
dustrial Hygiene, Illinois State Department of 
Public Health, will address the Industrial 
Nurses Association on Thursday evening, March 
9, 19389, His paper will be entitled “The Indus- 
trial Nurse in an Industrial Hygiene Program.” 


Dr. Herman M. Soloway, Venereal Control 
Officer of the State of Illinois addressed the Mor- 


gan County Medical Society at Jacksonville on 

“The Management of Syphilis,” February 9, 
Dr. N. CG. Gilbert addressed the DeWitt 

County Medical Society, February 20, on “Heart 


Disease.” 
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Dr, Robert H, Herbst was the guest speaker 
in Urology at the annual meeting of the New 
Orleans Graduate Medical Assembly, held in 
New Orleans February 6, 7, 8 and 9. 

Dr. Frederick Falls gave a talk on the impor- 
tance of Prenatal Care before a lay meeting 
sponsored by the McLean County Medical So- 
ciety ab Bloomington on February 16, 

Dr. A. R. Hollender, formerly located in Chi- 
cago, announces the opening of offices in Miami 
Beach, Florida, in the Lincoln-Drexel Building. 

Dr. Eugene T. McEnery addressed the De- 
Kalb County Medical Society at Sycamore, Jan- 
uary 19, on “Respiratory Diseases in Children.” 

Dr, Carolyn MacDonald addressed the Wom- 
an’s Club of Clearing, February 21, on the sub- 
ject “After Forty, What?” 

Dr. J. R. Ballinger addressed the Peoria City 
Medical Society, February 7. 

Dr. ©, R. G. Forrester was invited to give a 
paper on “Fractures” before the Kankakee 
County Medica) Society, February 9, 

Dr. Arthur Abt addressed the Will-Grundy 
County Medical Society at Joliet on “Injuries 
of the New Born,’ February 10. 

Dr. James G. Carr presented a program on 
“Heart Disease” before Knox County Medical 
Society, February 21. 

Dr. Harold C, Voris addressed the Henry 
County Medical Society, February 23, on “Brain 
Injuries.” 

Dr. James T. Case addressed the Will-Grundy 
County Medical Society, February 24 on the sub- 
ject “A Brief Summary of the Rationale and 
Indications of X-Ray and Radium Therapy.” 

Dr, Florian Schmidt will present a program 
on Pneumonia at the February .16 meeting of 
the McHenry County Medical Society. He will 
share the program with H, A. Lindberg. 

Dr. M. Herbert Barker and Paul S. Rhoads 
will present a program on “Pneumonia” at the 
February 16 meeting of the Sangamon County 
Medical Society. 

Dr. Aaron Arkin discussed “The Differential 
Diagnosis of Organic Heart Disease” before the 
Will-Grundy County Medical Society, Feb- 
ruary 17. 

Dr, G, Henry Mundt addressed the lay meet- 
ing of the Sangamon County Medical Society at 
Springfield, February 13, on “Socialized Medi- 
cine.” 
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Dr. Paul H. Harmon, Sam Banks and Kd- 
ward L. GCompere addressed. a joint meeting of 
the faculty of the University of Mississippi and 
the Northern Mississippi Medical Society at the 
University of Mississippi, Oxford, January 19, 
on “Suppurative Arthritis of the Hip,” “The 
Intervertebral Destruction in Relation to Back 
Pain,” and “Methods of Treatment for Frac- 
tures of the Neck of the Femur,” respectively. 

Dr, VO, T, Roberg, head of the Swedish Cove- 
nant Hospital, in Chicago, sailed February 
¢ on the Steamship Lelsud, of the Delta Line 
(Mississippi Shipping Company) on a three 
months’ vacation trip to Buenos Aires, Rio de 
Janeiro and other points on the east coast of 
South America. 

The Will-Grundy County Medical Society was 
addressed at Joliet, January 18, by Dr. Robert 
B. Malcolm, Chicago, on hernia, 

At a meeting of the McHenry County Medical 
Society in Woodstock, January 19, Dr. Philip H. 
Schneider, Evanston, spoke on “Toxemias of 
Pregnancy.” 

Dr. John A. Bigler, Highland Park, addressed 
the Ogle County Medical Society, January 19, 
on “Use of Sulfanilamide in Pediatric Practice.” 

Dr. Willard Van Hazel discussed “Treatment 
of Empyema” before the Kankakee County Med- 
ical Society in Kankakee, January 12. 

Dr. Delmas K. Kitchen, Detroit, discussed 
“Diagnosis and Treatment of Gonadal Immatur- 
ity” before the Peoria City Medical Society, 
January 17. 

At a meeting of the Madison County Medical 
Society in Alton, January 6, Dr. August A. 
Werner, St. Louis, spoke on the menopause. 

At a meeting of the Englewood Branch, Feb- 
ruary 7, Dr. Bernard Fantus spoke on “Sulfanil- 
amide in Coccal Infections.” 

Dr. Fred M. Smith, lowa City, discussed *Di- 
agnosis and Treatment of Coronary Occlusion 
with Particular Reference to Atypical Forms” 
before the North Shore, Branch, February 7. 

Dr, Frederick W. Fitz, Chicago, addressed the 
Rock Island County Medical Society in Moline, 
January 10, on “Heart Disease in Relation to 
Certain Manifestations of Nephritis.” 

The North, Side Branch was addressed, Feb- 
ruary 2, by Drs. Rudolf Schindler on “Gastro- 
scopic Studies of Diseases of the Stomach” and 
Walter L. Palmer, “Clinical Course and Therapy 
of Gastric and Duodenal Ulcer.” 
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The Chicago Gynecological Suciety was ad- 
dressed January 20, by Drs. William J, Dieck- 
mann and Ira Brown on “The Obstetric Manage- 
ment of Pregnancy Toxemia” and Charles E, 
Galloway and Tom D. Paul, Evanston, II1., 
“Treatment of Early Abortions,” 

At a meeting of the Chicago Society of In- 
ternal Medicine, January 238, the speakers in- 
cluded Dr. Frederick T. Jung and B. LL, Isaacs 
on “Measurement of Vitamin A Deficiency in 
Man” and Dr. John Ashworth, U. J. Farmer, 
M. A., and Dr. Don C. Sutton, “Observations on 
Vitamin C.” 

Dr. Elexious 'l. Bell, professor of pathology, 
University of Minnesota Medical School, Min- 
neapolis, presented the fifteenth Ludvig Hektoen 
Lecture of the Frank Billings Foundation at the 
Palmer House, february 24, He discussed “The 
Pathogenesis of Glomerulonephritis Including 
Lipoid Nephrosis.” 

Drs. George L. Apfelbach addressed the Evans- 
ton Branch of the Chicago Medical Society, Feb- 
ruary 2, on “Fractures of the Neck of the Femur 
—Causes of Nonunion”; Edmund F. Foley, 
Cirrhosis of the Liver,” and Thomas C. Galloway 
and Hustace L. Benjamin, Evanston, Ill., “Acute 


Tracheobronchitis.” 





News Notes 


~The special postgraduate course on Syphilis 
recently announced by University of Illinois Col- 
lege of Medicine will not begin till April 4, on 
account of the prevalence of influenza, 

—The Morgan County Medical Society recently 
sponsored an exhibit of more than 2,000 pictures 
of physicians and surgeons at the David Strawn 
Art Home, Jacksonville, The display also in- 
cluded about 1,000 pictures of medical subjects, 
such as monuments and hospitals. The entire 
collection is the property of Dr. Carl KE. Black. 
—The St. Joseph Clinical Society will hold its 
eighth annual two-day spring clinic on March 
28 and 29, at St. Joseph, Mo. 

—A quarantine was placed on Concordia Teach- 
ers College, River Forest, January 31, on account 
of three cases of scarlet fever among the stu- 
dents; twelve students were under observation. 
—The first Southern Illinois Regional Confer- 
ence was held on Harrisburg, January 17-19, 
under the auspices of the state department of 
health. The conference was one of a series now 
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being held in districts throughout the state. Me- 
diums of reaching the public include health ex- 
hibits, talks and motion pictures. The first con- 
ference was held in Aurora in the fifth district, 
which embraces seventeen counties, A similar 
assembly convened in the tenth district, includ- 
ing Logan, Mason, Cass, Menard and Sangamon 
counties. 

—The department of dermatology in the Uni- 
versity of Illinois College of Medicine, cooperat- 
ing with other departments, will conduct a 
graduate course in syphilis in the Research and 
Educational Hospital, 1819 West Polk Street, 
beginning Feb, 27, The course, offered under a 
grant from the federal government with the ap- 
proval of the state department of public health, 
will run eight weeks and consist of lectures, 
laboratory demonstrations and the presentation 
of hospital and dispensary clinical material de- 
signed to present to the practitioner a review of 
the subject and discussion of recent developments 
in this field. 
times a year, Applications together with a check 
covering the registration fee of $10, made pay- 
able to the University of Illinois, should be sent 
to the examiner and recorder at 1853 West Polk 
Street. 

—At the annual meeting of the Chicago Derma- 
tological Society held January 18, the following 
officers were elected: President, Edward A. 
Oliver; Vice-president, Frederick R. Schmidt; 
Secretary-Treasurer, Herbert Rattner. 

—tThe mortality of appendicitis was discussed in 


The course will be repeated four 


a symposium before the Chicago Medical So- 
ciety, February 1; the speakers were Drs. David 
E. W. Wenstrand, medical director, Northwest- 
ern Mutual Life Insurance Company, Milwau- 
kee ; LeRoy H. Sloan, professor of medicine, Uni- 
versity of Illinois College of Medicine, and Ver- 
non C, David, clinical professor of surgery, Rush 
Medical College. Dr. Byrl R. Kirklin, Roches- 
ter, Minn., addressed a joint meeting of the 
society and the Chicago Roentgen Society Janu- 
ary 18 on “The Value of Roentgen Diagnosis as 
It Pertains to the Physician in General Prac- 
tice,’ and Dr. Bernard P. Widmann, Philadel- 
phia, “X-Ray, Radium and Cancer.” The 
Chicago Medical Society sponsored a public lec- 
ture at the Chicago Woman’s Club February 8 
with Dr. Francis E. Senear, professor of derma- 


tology, University of Illinois College of Medi- 
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cine, as the speaker ; his subject was “Preserving 
Your Complexion.” 

—Because of the increased prevalence of tulare- 
mia in Illinois during the past season, the state 
conservation department’s plan to move 5,000 
rabbits from the southern counties to farm lands 
and marshes in the northern part has been aban- 
doned. More than thirty-eight deaths from tula- 
remia were reported in the state during the past 
year and 489 cases of the disease have been re- 
corded since Jan. 1, 1938, newspapers announced 
January 19. 

—Dr. Robert S. Stone, professor of radiology, 
University of California Medical School, San 
Francisco, delivered the first two lectures of the 
Educational Association on Cancer Lectureship 
Fund, February 15-16, in room P 117, Billings 
Hospital. His subjects will be “The Position of 
Supervoltage in the Treatment of Cancer with 
X-Rays” and “Theoretical and Practical Consid- 
erations Concerning Fast Neutrons in the Treat- 
ment of Cancer.” The lectureship is financed by 
ihe Education Association on Cancer through the 
committee on cancer of the University of Chi- 
cago. The committee was established in August, 
1938, and represents various departments in the 
university. 

—There were 1,744 patients seen in the sixty 
clinics for crippled children held in thirty differ- 
ent sites in Illinois in the fiscal year 1937-1938, 
according to a recent report of the division for 
handicapped children, state department of pub- 
lie welfare. Of 783 patients recommended for 
hospital care, 45.6 per cent were hospitalized 
during the fiscal year, while the majority of the 
group had been hospitalized by Dec. 1, 1938. A 
program of consultation on poliomyelitis was ini- 
tiated and was in operation during the summer 
of 1938 in the entire state except within the city 
limits of Chicago, where other agencies covered 
the field. All the sporadic cases of poliomyelitis 
of 1938 that needed hospital care were sent to 


hospitals, 


There were but twenty-five bona fide 
cases during the summer. The field nurses of 
the division for handicapped children made 
10,410 visits during the year and 51,960 days 
of hospital care were provided to crippled chil- 
dren by the department of public welfare; of 
these children 8,426 were in the wards of the 
general hospitals of the state, where ortho- 
pedic surgeons are cooperating in the plan 
for this care with the division for handicapped 


March, 1939 


children. Appliances were furnished to patients 
attending the clinics in the following numbers: 
braces 138, artificial limbs 39, and orthopedic 
shoes and shoe corrections 184. 


Deaths 





Witson Rurrin Assortr, Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; members of the Illinois 
State Medical Society; at one time connected with the 
U. S. Public Health Service, and director of the U. S. 
Veterans’ Bureau Hospital, number 55, Fort Bayard, 
N. M.; aged 65; died, Dec. 5, 1938. 

ANNA M. BraunwartH, Chicago; Woman's Med- 
ical College, Chicago, 1886; an Affiliate Fellow of the 
American Medical Association; at one time medical 
superintendent of the Post Graduate Hospital; aged 81; 
was killed, Dec. 19, 1938, when struck by a bus. 

JosEPpH ALONzO Peterson, Oak Park, IIl.; Chicago 
College of Medicine and Surgery, 1908; aged 63; died, 
Nov. 4, 1938, in a hospital at Chicago of cerebral hem- 
orrhage and acute nephritis. 

CHARLES WALLACE PoormMAN, Oak Park, IIl.; Col- 
lege of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, a Fellow, A. M. 
A., 1903; on the staff of the West Suburban Hospital ; 
aged 65; died, Nov. 13, 1938, of coronary and cerebral 
sclerosis. 

SAMUEL M. RosEensLuUM, Chicago; Friedrich-Wil- 
helms-Universitat Medizinische Fakultat, Berlin, Prus- 
sia, 1890; aged 62; died, Nov. 25, 1938, in the Michael 
Reese Hospital of coronary sclerosis and bronchopneu- 
monia. 

Eucene E. Suurrerty, Evanston, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1888; served as 
health officer of Evanston on a part time basis during the 
year 1898; member of the first staff of the Evanston 
Hospital; aged 77, died, Nov. 2, 1938, of coronary 
thrombosis and arteriosclerosis. 

Davin CHARLES Simon, Chicago; University of IIli- 
nois College of Medicine, Chicago, 1930; assistant in 
the department of medicine, University of Illinois Col- 
lege of Medicine, June 13, 1932-Sept. 1, 1938; aged 34; 
died, Nov. 17, 1938, of sarcoma of the mediastinum with 
metastasis. 

TrmotHy JoHN THuRSTON, Chicago; Dearborn Med- 
ical College, Chicago, 1907; aged 69; died, Nov. 7, 1938, 
of endocarditis, diabetes mellitus and chronic nephritis. 

Otto G. Wasxow, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1902; aged 62; died, Nov. 16, 
1938. 

Austin L. Wray, Rock Island, Il.; College of Phy- 
sicians and Surgeons, Keokuk, Iowa, 1880; aged 86; 
died, Nov. 4, 1938, of an infection which developed in 
an abrasion. 

Wituis Terry ZEIGLER, Canton, Ill.; College of Phy- 
sicians and Surgeons, Keokuk, Iowa, 1896; member of 
the Illinois State Medical Society ; formerly county cor- 
oner; aged 71; on the staff of the Graham Hospital, 
where he died, Nov. 25, 1938. 
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